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ABSTRACT
This study examined the relationship between perceived quality of clinical
supervision and levels of vicarious trauma (VT) and secondary traumatic stress (STS) in
a sample of novice therapists who reported working with survivors of sexual trauma. The
researcher included therapist’s personal sexual trauma history and history of therapy for
sexual trauma as covariate variables. Results did not support the predictive value of
clinical supervision in determining level of VT or STS in this population. There were no
meaningful differences among groups based on personal history of sexual trauma or
participation in therapy. A high percentage of participants in this sample (92.30%)
reported moderate to high levels of VT. Approximately 36.89% of the sample reported
symptoms that meet criteria for STS. Fifty-nine percent of the sample (n = 61) endorsed
a personal history of sexual trauma, yet only 23 participants (22.3%) reported they sought
therapy after the sexual trauma. Prevalence of trauma-informed supervision strategies
was also examined.
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Chapter One: Introduction
Vicarious trauma is a theoretically driven concept that describes the negative,
accumulative changes that can occur in mental health providers who engage in close
empathetic relationships with survivors of traumatic experiences (McCann & Pearlman,
1991/2015). During the therapeutic process, mental health providers closely align
themselves with their clients in order to understand their clients’ unique worldviews and
personal experiences (Branson, 2019). Mental health clinicians strive to minimize the
influence of their own personal values and judgments while opening themselves up to the
subjective disclosures of their clients (Branson, 2019). Although this process may be
curative for the client and professionally gratifying for the therapist, mental health
providers may be at risk of experiencing undesirable changes in their sense of self,
spirituality, worldview, interpersonal relationships, and behavior through this type of
work (Branson, 2019; DelTosta et al., 2019; Kanno & Giddings, 2017; McCann &
Pearlman, 1991/2015; Pearlman & Saakvitne, 1995). These changes may mirror the
reactions experienced by trauma survivors themselves and are believed to stem from
mental health providers experiencing indirectly the vulnerability and powerlessness that
their clients felt during their traumatic victimization (Knight, 2018).
One of the most common traumatic experiences observed in the field of mental
health is sexual trauma, which is an umbrella term that refers to any unwanted sexual
contact or behavior that occurs without explicit consent of the victim (RAINN, 2018).
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Sexual trauma can be a one-time occurrence or an ongoing experience and does not need
to be physically violent to be considered traumatic (Sexual Trauma and Abuse Care
Center, 2017). Sexual trauma and abuse may include sexual assault, rape, sexual abuse,
stalking, sexual harassment, street harassment, childhood sexual abuse, familial sexual
abuse or incest, sex trafficking, online sexual harassment, and sexual violence in
relationships (Sexual Trauma and Abuse Care Center, 2017). Sexual trauma remains a
pervasive issue in society despite increased awareness regarding its prevalence as well as
the physical and psychological consequences associated with it. Recent statistics indicate
that 43.6% of American women (approximately 52.2 million) and 24.8% of American
men (approximately 27.6 million) have experienced some form of physical sexual
violence in their lifetime (Smith et al., 2018). The most recent estimate available from
Child Protective Services agencies indicates that at least 63,000 children are victims of
sexual abuse each year based on substantiated sexual abuse allegations (U.S. Department
of Health and Human Services, 2018). These startling statistics highlight the
pervasiveness of sexual violence in the United States. However, actual statistics of
sexually related crimes are believed to be even higher, given that many crimes,
particularly sexual crimes, are never reported to law enforcement (Morgan & Ouderkerk,
2019).
Providing an estimation of the actual number of survivors of sexual trauma who
seek mental health treatment at some point in their lives post-victimization is difficult.
There are many variables that complicate this estimate including underreporting, reliance
on self-report data, shame and stigma associated with survivor status, and obstacles
related to accessing care, to name a few (Simon et al., 2017). Researchers suggest that
2

one-third to one-half of children do not receive mental health services after being
identified as a victim of childhood sexual abuse in the United States, even when
treatment is offered at low or no cost (Simon et al., 2017). Caregivers of sexually abused
children are typically the “gatekeepers” of children’s enrollment and engagement in
mental health treatment and they may avoid treatment for various reasons (i.e., perceived
stigma, external stressors/obstacles, negative beliefs about therapy) (Burnett-Zeigler &
Lyons, 2010; Simon et al., 2017). Although adolescents and adults have greater
autonomy in their decision to pursue mental health treatment after sexual victimization,
this decision may be complicated by internal (i.e., emotional and cognitive barriers) and
external (i.e., accessibility issues, systemic problems) factors (Carr et al., 2019; Gouraha,
2019).
Survivors of sexual trauma may initiate mental health treatment for reasons other
than their trauma history. There is a strong relationship between the presence of
substance use disorders (SUDs), mental health symptoms, and trauma history (KeyserMarcus et al., 2015). Research documents the high co-occurrence of SUDs and domestic
violence and/or sexual violence among women (Afifi et al., 2012; Edwards et al., 2018).
It is not uncommon for individuals to seek mental health treatment for other stated
problems, and later disclose to their therapist that they are also a survivor of sexual
trauma once safety and trust have been established in the therapeutic relationship.
Alternatively, individuals (who also happen to be survivors of sexual trauma) may be
mandated to receive mental health treatment due to other psychosocial problems, such as
involvement in the judicial or correctional system or the Department of Human Services.
Indeed, incarcerated women evidence high rates of exposure to childhood trauma and
3

neglect, sexual victimization, and interpersonal violence (DeCou et al., 2017). It is
feasible that some individuals may be able to access trauma-focused treatment through
these systems, although access to mental health services varies significantly and depends
on numerous variables. Many victims of sexual trauma eventually seek help from mental
health professionals due to the deleterious effects that trauma exposure can have on their
lives.
Although helping survivors of sexual trauma can be deeply rewarding and
meaningful clinical work, there can be unforeseen consequences related to the repeated
exposure to traumatic content inherent in trauma-focused work (Ehring et al., 2014;
Kanno & Giddings, 2017; Knight, 2018, Pearlman & Saakvitne, 1995). Trauma-focused
approaches continually expose both the client and the treatment provider to the traumatic
event(s) with the intention of mitigating the negative psychological consequences,
altering the maladaptive beliefs associated with the event(s), shifting the meaning
ascribed to the traumatic event(s), and facilitating closure (Ehring et al., 2014; Resick et
al., 2017). Through this process, therapists are subjected to descriptions of the physically
and psychologically damaging events that their clients have suffered, which forces them
to confront the distressing realities regarding the prevalence and severity of trauma
(Herman, 1992/2015; Kanno & Giddings, 2017; Pearlman & Saakvitne, 1995).
Understanding the consequences associated with the provision of providing trauma
therapy is an area of research that has garnered some attention in recent years.
Over time, confronting these harsh sociocultural realities via indirect exposure to
the traumatic experiences clients have suffered can result in a phenomenon called
vicarious traumatization (VT; Branson, 2019; DelTosta, 2019; Kanno & Giddings, 2017;
4

Pearlman & Saakvitne, 1995). VT is a term that refers to the “cumulative transformative
effect upon the trauma therapist of working with survivors of traumatic life events”
(Pearlman & Saakvitne, 1995, p. 31). This is described as cognitive shifts that occur in
practitioners’ schemas, which relate to information processing, as a consequence of
repeated exposure to indirect trauma (e.g., Kanno & Giddings, 2017; Pearlman &
Saakvitne, 1995). VT is theorized to affect clinicians’ sense of self, spirituality,
worldview, interpersonal relationships, and behavior (e.g., Branson, 2019; Kanno &
Giddings, 2017; Knight, 2018). In this dissertation, the following terms will be used
interchangeably throughout this document: therapist, counselor, clinician, practitioner,
and mental health professional.
Based on the prevalence of sexual trauma, it is reasonable to expect that all novice
therapists will work with survivors of sexual trauma during their clinical training.
Although most novice practitioners have not received formal training in evidence-based
treatments for trauma, they will inevitably be exposed to clients’ histories of sexual
trauma regardless of their training or theoretical orientation. Given the startling rates of
sexual trauma estimated in the United States, it is likely that some therapists-in-training
also have been sexually victimized at some point in their lives. In fact, research indicates
that there is a higher proportion of sexual trauma survivors in the field of mental health in
comparison to the general population, which suggests that survivor status may be a
motivating factor to help others who have suffered from traumatic events (e.g.,
Etherington, 2009). However, research also indicates that a personal sexual trauma
history is a risk factor for the development of VT for mental health practitioners (e.g.,
Branson, 2019; Pearlman & Mac Ian, 1995).
5

Besides a history of trauma, research on indirect trauma suggests that certain
individual characteristics may render mental health practitioners more vulnerable than
others to the effects of VT. Clinicians who have less education, less specialized training,
and fewer years of experience have been reported to have a heightened susceptibility to
VT (e.g., Branson, 2019; Kanno & Giddings, 2017; Knight, 2018). There also are certain
developmental characteristics that are hypothesized to contribute to novice counselors’
heightened susceptibility to the effects of VT. For example, quality of clinical
supervision may be an important variable of interest when examining the effects of VT in
novice therapists (Branson, 2019; Knight, 2019).
Clinical Supervision
Clinical supervision is recognized as a core competency for all mental health
professionals and is an essential component of training and professional development
(Schweitzer & Witham, 2018). Supervision is defined as “an intervention provided by a
more senior member or a professional to a more junior colleague or colleagues who
typically (but not always) are members of that same profession” (Bernard & Goodyear,
2019, p. 9). Supervisory relationships are evaluative and hierarchical, extend over time,
and are intended to enhance the professional functioning of the supervisee (Bernard &
Goodyear, 2019). All mental health trainees are required to receive ongoing clinical
supervision during their training and early career in order to facilitate professional
development, ensure client welfare, evaluate skill development, and eventually obtain
licensure (Bernard & Goodyear, 2019; Milne, 2009; Watkins, 2013). Supervisors
monitor the quality of the professional services offered and serve as gatekeepers for the
profession as a whole (Bernard & Goodyear, 2019). Research indicates that mental
6

health trainees perceive clinical supervision to be an essential component to their learning
and professional development (Scott et al., 2011).
According to the Integrated Developmental Model (IDM) for supervision, novice
practitioners are typically characterized by high levels of anxiety about their
performance, have a primary focus on skill acquisition, and are concerned about taking
the “correct” approach with clients (DelTosta et al., 2019; Stoltenberg et al., 1998).
Being at this early stage of development may interfere with novice therapists’ ability to
perceive the ways in which providing trauma therapy is negatively impacting them.
Supervision is one critical avenue to address potential VT, especially for novice
counselors who are thought to be more susceptible to the effects of indirect trauma.
Given their possible vulnerability to VT, exploring the relationship between clinical
supervision and VT symptoms for therapists-in-training is a vital and underdeveloped
area in research and practice.
Mehr et al. (2015) highlighted the significant concern that most supervisors in the
field of mental health have little or no training in preparation for their role as clinical
supervisors. Despite this lack of training, mental health professionals are expected to
have the skills necessary to effectively supervise trainees. It is inevitable that mental
health practitioners will need to supervise therapists who are working with clients who
have experienced significant trauma histories, including childhood sexual abuse, and
adult sexual trauma. However, research indicates that the integration of trauma-informed
principles into clinical supervision is insufficient, particularly when it comes to
understanding how to manage supervisees’ reactions to working with survivors of trauma
(e.g., Joubert et al., 2013; Knight 2018).
7

Purpose and Justification
It is inevitable that novice therapists will encounter sexually traumatized clients
during their clinical training. Given that mental health trainees are thought to have
heightened susceptibility to the effects of vicarious trauma, it is important to have a better
understanding of the relationship between clinical supervision and vicarious trauma.
Knight (2018) encourages clinical supervisors to be proactive in addressing vicarious
trauma with their supervisees. Supervisors should directly inquire about their
supervisees’ emotional responses to their work and provide normalization, validation, and
a safe, supportive environment to discuss reactions that are problematic or interfering
with their functioning (Knight, 2019). Therapists-in-training, experienced therapists,
clinical supervisors, and training institutions potentially can benefit from having a more
nuanced understanding of VT. Some of the possible benefits include: early recognition
and treatment of VT; normalization and validation of the experiences of trauma
therapists; improved TI clinical training and supervision guidelines; new programs and
policies to help promote self-care in mental health professionals; and improved quality of
clinical services provided to survivors of sexual traumatic events (Cook et al., 2017;
Kanno & Giddings, 2017; Knight, 2019; McKibben et al., 2019).
Researchers in the area of supervision have criticized the lack of information
available to guide supervisors in providing TI supervision (Knight, 2018). There is
recognition in the field of TI care that mental health training programs need to modify
their curricula and applied training programs to incorporate recently published findings
and treatment guidelines related to trauma (Courtois, 2018). Historically, researchers that
have investigated the relationship of supervision and negative effects on mental health
8

professionals have focused on the quantity, rather than quality, of supervision (e.g., Ivicic
& Motta, 2017; Slattery & Goodman, 2009). Few meaningful conclusions can be drawn
from examining quantity alone. It is important that researchers examine measurable,
behavioral aspects of supervision that determine the overall quality so that specific
recommendations can be made to improve the provision of supervision. Research
findings suggest that novice therapists may be more susceptible to the effects of VT than
more experienced practitioners (e.g., Branson, 2019; Cohen & Collens, 2013; Pearlman
& Mac Ian, 1995; Peled-Avram, 2017; Way et al., 2004). However, there appears to be a
dearth of research that focuses on the effects of exposure to indirect trauma in mental
health professionals during their formative training years. Only four peer-reviewed
studies (Adams & Riggs, 2008; DelTosta, 2019; Knight, 2010; Makadia et al., 2017) and
two doctoral dissertations (Brooks, 2011; Wood, 2011) could be located that examined
manifestations of indirect trauma in therapists-in-training. None of these studies included
a history of participation in therapy or quality of clinical supervision as variables of
interest with a sample of supervisees in the United States.
This study fills a gap in the literature by focusing on a sample of therapists-intraining to examine the relationship between quality of clinical supervision and level of
vicarious trauma when controlling for history of personal sexual trauma and experience
in therapy. Additionally, it examines the relationship between quality of clinical
supervision perceived by the supervisee and the level of secondary traumatic stress when
controlling for history of personal sexual trauma and if the supervisee has received
therapy aimed at treating sexual trauma. This may be the first study to include the
influence of the therapists’ participation in therapy for trauma-related issues, which
9

distinguishes this study from others in the extant research. The information from this
study may help inform novice therapists, supervisors, and clinical training programs
about the risks associated with the provision of trauma treatment and strategies to help
mitigate and/or treat the negative impact of VT.
Research Hypotheses
The primary objective of the study was to examine the relationship between
quality of clinical supervision and levels of vicarious trauma and secondary traumatic
stress symptoms in therapists-in-training when controlling for history of personal sexual
trauma and experience in therapy for sexual trauma. The hypotheses presented in this
study were developed from a literature review on indirect trauma in mental health
professionals. The following research hypotheses were examined:
Hypothesis One: There will be a statistically significant inverse relationship
between perceived quality of clinical supervision, as measured by the total score on the
Short Supervisory Relationship Questionnaire (S-SRQ), and level of VT, as measured by
the total score on the Vicarious Trauma Scale (VTS), in graduate level mental health
trainees and this relationship varies among different groups based on personal sexual
trauma history and experience in therapy.
Based on the available literature, the researcher expected that participants who
endorsed a personal history of both child and adult sexual trauma, have not received
treatment to address their history of sexual trauma, and rated their quality of clinical
supervision low will have significantly higher scores on the VTS. Alternatively, it was
expected that participants who endorsed a personal history of sexual trauma (childhood,
adult, or both), have received therapy to address their history of sexual trauma, and rated
10

their quality of clinical supervision as high would have lower scores on the VTS than
participants who rated their quality of clinical supervision as low. It was expected that
participants who did not endorse a personal history of sexual trauma and rated their
quality of clinical supervision as high would have the lowest scores on the VTS.
Hypothesis Two: There will be a statistically significant inverse relationship
between perceived quality of clinical supervision, as measured by the total score on the
Short Supervisory Relationship Questionnaire (S-SRQ), and level of STS, as measured
by the total score on the Secondary Traumatic Stress Scale (STSS), in graduate level
mental health trainees and this relationship will vary among different groups based on
personal sexual trauma history and experience in therapy.
Based on the available literature, the researcher expected that participants who
endorsed a personal history of both child and adult sexual trauma, have not received
treatment to address their history of sexual trauma, and rated their quality of clinical
supervision low would have the highest scores on STSS. Alternatively, the researcher
expected that participants who endorsed a personal history of sexual trauma (childhood,
adult, or both), have received therapy to address their history of sexual trauma, and rated
their quality of clinical supervision as high would have lower scores on the STSS than
participants who rate their quality of clinical supervision as low. It was expected that
participants who did not endorse a personal history of sexual trauma and rated their
quality of clinical supervision high would have the lowest scores on the VTS.
The following is a brief overview of the methodology that was used to address the
research hypotheses. Chapter Three provides an in-depth description. Participants in this
study included adult females (ages 18 and older) who were enrolled in a mental health
11

training program at the time of data collection. These novice therapists reported that they
had provided clinical services to at least one survivor of sexual trauma while receiving
clinical supervision. A total of 103 participants were include in the final sample. Table 1
provides a description of sample demographic characteristics. Participants completed an
anonymous 59-item Qualtrics survey. Measures that were implemented in this study
included the Short Supervisory Relationship Questionnaire, (S-SRQ; Cliffe et al., 2016)
the Vicarious Trauma Scale (VTS; Vrklevski & Franklin, 2008), and the Secondary
Traumatic Stress Scale (STSS; Bride et al., 2004). Total scores on the VTS and STSS
and total and subscale scores on the S-SRQ were to analyze the main hypotheses. In
addition, the researcher asked questions about trauma-informed supervisory practices to
informally assess their utilization in supervision.
Definitions
Childhood Sexual Abuse. Childhood sexual abuse refers to unwanted sexual
contact that occurred when the victim was a minor (under the age of 18) by an older adult
(Walsh et al., 2012).
Clinical Supervision. Supervision is defined as an intervention provided by a
more senior member of a profession to a more junior colleague (Bernard & Goodyear,
2019). The relationship is evaluative and hierarchical; extends over time; and is intended
to improve the overall professional functioning of the junior person (Bernard &
Goodyear, 2019).
Cognitive Schemas. Cognitive schemas are defined as conscious and unconscious
beliefs and expectation that individuals hold about themselves, others, and the world in
general (Piaget, 1971; Pearlman & Saakvitne, 1995). Schemas are “enduring principles
12

of thinking that start to take shape in early childhood and are influenced by a multitude of
life experiences, including parental teaching and modeling, formal and informal
educational activities, peer experiences, traumas, and successes,” (Wright et al., 2006, p.
10).
Novice Therapist. For the purposes of this study, novice therapist is defined as a
therapist-in-training who is currently enrolled in a master’s level mental health training
program and is receiving clinical supervision. Students who are enrolled in PsyD or PhD
mental health training programs were eligible for participation if they were within the
first two years of their training and had not previously received a master’s degree in
mental health.
Posttraumatic Stress Disorder. Posttraumatic Stress Disorder (PTSD) is a traumaand stressor-related disorder that occurs after exposure to actual or threatened death,
serious injury, or sexual violence (APA, 2013). The disorder is characterized by clusters
of symptoms such as intrusion, avoidance, negative alterations in cognitions and mood,
and alterations in arousal and reactivity, with the duration of symptoms lasting at least
one month (APA, 2013).
Secondary Traumatic Stress. Secondary Traumatic Stress is a phenomenon that
can occur with individuals who are exposed to indirect trauma. Secondary traumatic
stress is grounded in observable empiricism and is understood in relation to Posttraumatic
Stress Disorder-like symptomology (PTSD), as defined by the Diagnostic and Statistical
Manual of Mental Disorders, 5th Edition (DSM-V) (APA, 2013; Huggard et al., 2017).
Symptoms may include: intrusive cognitions related to clients’ traumatic imagery,
distressing emotions, avoidance responses, physiological arousal and functional
13

impairment (Huggard et al., 2017). Unlike vicarious trauma, which is theorized to
cumulatively manifest over time, the precipitating stimuli of STS can be brief in duration
(Branson, 2019).
Sexual Trauma. Sexual trauma is an umbrella term that refers to any unwanted
sexual contact or behavior that occurs without explicit consent of the victim (RAINN,
2018). Sexual trauma can be a one-time occurrence or an ongoing experience and does
not need to be physically violent to be considered traumatic (Sexual Trauma and Abuse
Care Center, 2017). For example, sexual trauma and abuse may include sexual assault,
rape, sexual abuse, stalking, sexual harassment, street harassment, childhood sexual
abuse, familial sexual abuse or incest, sex trafficking, online sexual harassment, and
sexual violence in relationships (Sexual Trauma and Abuse Care Center, 2017).
Supervisory Working Alliance. As theorized by Bordin (1983), the supervisory
working alliance consists of three components and involves collaboration between the
supervisee and supervisor to work toward change. The components include: mutual
agreement on the goals of supervision, mutual agreement on the tasks needed to achieve
the goals of supervision, and an emotional bond involving mutual liking and caring
between the supervisor and the supervisee (Bordin, 1983).
Vicarious Trauma. Vicarious trauma is a theoretically derived construct that
focuses on gradual, covert, and potentially permanent shifts in cognitive schemas
(Aparicio et al., 2013; Branson, 2019; Pearlman & Saakvitne, 1995). Vicarious
traumatization is characterized by a developmental shift in the clinician’s sense of self,
spirituality, worldview, interpersonal relationships, and behavior that occurs as a result of
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indirect exposure to traumatic material (e.g., Kanno & Giddings, 2017; Pearlman &
Saakvitne, 1995; Trippany et al., 2004).
Summary
This chapter identified the importance of studying the influence of clinical
supervision on the level of VT in mental health trainees. Findings from previous studies
have identified several variables that appear to influence the relationship between
exposure to indirect trauma and the development of VT symptoms, such as personal
trauma history and years of experience (Baird & Kracen, 2006; Branson, 2019).
Research suggests that novice counselors may have a higher vulnerability to VT than
more experienced therapists, which is why they are the sample of interest for this
proposed study. Additionally, recent literature has called for approaches that assess the
quality of supervision rather than quantity alone. The information from this study may
help inform novice therapists, supervisors, and clinical training programs about the risks
associated with the provision of trauma treatment.
The following chapter describes the current status of the literature on indirect
trauma, including VT and Secondary Traumatic Stress (STS). It begins with a
description of VT and how it can manifest in the lives of mental health professionals.
Then, studies that have examined the effects of VT and STS in mental health
professionals are discussed. Literature related to supervision and personal trauma history
is presented to provide an overview of the available research on VT and STS in trauma
therapists.
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Chapter Two: Review of the Literature
Given the prevalence of sexual violence in society, it is inevitable that mental
health practitioners will encounter survivors of sexual trauma throughout their careers
regardless of their clinical specialization or workplace setting. Although therapists
provide an invaluable service through their clinical work, they may be at risk of suffering
negative consequences due to their exposure to indirect trauma (e.g., Branson, 2019;
Huggard et al., 2017; Kanno & Giddings, 2017; McCann & Pearlman, 1991/2015).
Vicarious Traumatization (VT) is a concept that refers to self-perceived changes in the
therapist’s identity and cognitive schemas about the self, others, and the world; these
changes occur as a result of repeated exposure to traumatic content during the therapeutic
process (Branson, 2019; Courtois, 2018; McCann & Pearlman, 1991/2015; Miller &
Sprang, 2017). VT is cumulative and transformative, and is hypothesized to occur via
empathetic engagement with survivors of trauma, as they (often repeatedly) share vivid
details about their victimization and disclose the intensity of their physical and emotional
pain (Kanno & Giddings, 2017; McCann & Pearlman, 1991/2015). However, much like
the variation that can be seen in survivors of trauma, mental health practitioners respond
differently to the indirect trauma that they encounter in their work. Recently published
literature reviews on indirect trauma suggest that individual risk and protective factors
influence who is affected by VT and to what degree the symptoms manifest (e.g.,
Branson, 2019; Kanno & Giddings, 2017; Knight, 2019).
16

This chapter begins with a description of Constructivist Self-Development Theory
(CDST; McCann & Pearlman, 1991/2015) and the negative effects associated with VT
among mental health practitioners. The chapter discusses the theoretical underpinnings
of the manifestation of VT and research findings that examine the impact of clinical
supervision and personal trauma history on the development of VT and STS in mental
health practitioners who work with survivors of trauma.
Constructivist Self-Development Theory and Vicarious Traumatization
Constructivist Self-Development Theory (CSDT) is a theoretical framework for
understanding the development of VT in trauma therapists working with survivors of
sexual trauma (McCann & Pearlman, 1991/2015). Although the theory was originally
created in the early 1990s, researchers continue to utilize CSDT to conceptualize and
assess the cognitive effects related to indirect trauma (e.g., Benuto et al., 2018a;
DelTosta, 2019; Peled-Avram, 2017). CSDT integrates psychoanalytic principles from
self-psychology and object relations theory with social cognition theories of trauma to
explain the ways in which cognitive processes are affected by trauma (McCann &
Pearlman, 1991/2015; Pearlman & Saakvitne, 1995). The underlying premise of CSDT
is that individuals construct their own realities as they interact with their environments
(McCann & Pearlman, 1991/2015). Realities are comprised of evolving and complex
cognitive structures originally described by Piaget as “schemas” (Cohen & Collens, 2013;
Kanno & Giddings, 2017).
Theorists state that cognitive schemas are “enduring principles of thinking that
start to take shape in early childhood and are influenced by a multitude of life
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experiences, including parental teaching and modeling, formal and informal educational
activities, peer experiences, traumas, and successes” (Wright et al., 2006, p. 10).
Schemas are comprised of conscious and unconscious beliefs, assumptions, and
expectations about the self and the world (Pearlman & Saakvitne, 1995; Resick et al.,
2017). An intuitive approach to understanding schemas is to view them as basic
templates or rules that exist within our brains to help assist information processing (Lonn
& Haiyasoso, 2016). According to CSDT, schemas continuously shift throughout our
lifetimes by incorporating new information and experiences (Lonn & Haiyasoso, 2016;
Resick et al., 2017). When new stimuli are encountered, people make sense of the
stimuli by processing it through their existing schemas; however, when stimuli are
discrepant from or incompatible with the existing schematic framework, individuals must
restructure their schemas in order to incorporate new information (Piaget, 1971; Resick et
al., 2017). Schematic modifications can occur in adaptive or maladaptive directions.
CSDT suggests that realities are personally constructed and people respond differently to
traumatic experiences depending on individual differences, such as their personal
characteristics and history (DelTosta et al., 2019; McCann & Pearlman, 1991/2015).
Potential Consequences of Vicarious Trauma
Providing mental health treatment to survivors of sexual and other interpersonal
traumas repeatedly exposes the mental health provider to perpetrators’ acts of cruelty,
deception, betrayal, and violations of trust against their clients (e.g., Knight 2018;
Possick et al., 2015). Developing strong therapeutic intimacy, which is not uncommon in
therapeutic relationships, may make the therapist more vulnerable to “taking on”
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cognitive and emotional aspects of the client’s trauma and incorporating it into their own
experience (Aparicio et al., 2013; Van Hook & Rothenberg, 2009). Results from Baker’s
(2012) qualitative exploration of VT highlight this possibility, as participants expressed a
need to set better boundaries between themselves and their clients with a history of
trauma. Reflecting on their work with a traumatized client, one participant stated, “I
want to hear what [the client] is saying, but I don’t want to absorb it” (Baker, 2012, p. 8).
As the therapist processes stories of the clients’ trauma, they are hypothesized to utilize
defenses (i.e., denial, intellectualization, isolation of affect, dissociation, and projection)
as a means of coping with the distressing content that is shared by clients (Hesse, 2002).
Although these defenses are intended to protect the self from harmful material, they also
can transform the therapist’s identity, worldview, and spirituality inadvertently in a
maladaptive direction (e.g., McCann & Pearlman, 1991/2015; Pearlman & Saakvitne
1995). In their original publication on the construct of VT, Trauma and the Therapist,
Pearlman and Saakvitne (1995) theorized the potential consequences associated with VT.
Vicarious traumatization results in profound disruptions in the therapist’s frame of
reference, that is, his [or her] basic sense of identity, worldview, and spirituality.
Multiple aspects of the therapist and his [or her] life are affected including his [or
her] affect tolerance, fundamental psychological needs, deeply held beliefs about
the self and others, interpersonal relationships, internal imagery, and experience
of his [or their] body and physical presence in the world. Vicarious
traumatization is a natural response to a very specialized kind of highly
demanding work. Just as survivor clients have developed various styles of
protecting themselves as a result of childhood victimization, so do therapists
develop styles of protecting themselves from repeated exposure to trauma
material and traumatic reenactments in the work. Unfortunately, these
adaptations are not necessarily all in the best long-term interest of the therapist,
the therapy, or the client. (p. 280)
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Given their continuous exposure to the sinister side of the world through their clients’
experiences and histories, trauma therapists are believed be at risk of developing a
worldview characterized by suspicion, pessimism, and powerlessness (e.g., Knight, 2018;
McCann & Pearlman, 1991/2015; Pearlman & Saakvitne 1995).
Research findings have reported that therapists affected by VT experience
disruptions in their interpersonal functioning (e.g., Baker, 2012; Branson et al., 2014;
Saakvitne & Pearlman, 1996). Participants from Baker’s (2012) qualitative study
reported a decrease in their ability to trust other people and began to pull away from
people that they had previously trusted. Similarly, Branson et al. (2014) found a
statistically significant inverse relationship between secondary traumatic stress, as
measured by the Secondary Traumatic Stress Scale (STSS; Bride et al., 2004), and level
of sexual desire (r = 1.24, p = .002). The researchers highlighted that 47.8% (n = 78) of
their sample endorsed experiencing intrusive or recurring thoughts about content that was
shared by their clients. Branson et al. (2014) theorized that this finding provides support
for CSDT, as intrusive imagery is believed to contribute to negative schematic changes
about the self, others, and the world in general.
Although not investigated in the current research, theorists warn that therapists
affected by VT may be at increased risk of engaging in unethical professional behavior in
their work with clients (e.g., Branson, 2019; Knight 2018). Disruptions in cognitive
schemas may influence therapists to compromise or violate professional boundaries (i.e.,
make inappropriate self-disclosures; extend sessions; provide private contact information;
engage in inappropriate physical contact, etc. (e.g., Branson, 2019; Trippany et al., 2004).
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Some theorists have speculated that therapists affected by VT may lose sight of their
clients’ strengths and feel pulled to “rescue” their clients from emotionally distressing
situations, undermining their strength and autonomy (e.g., Herman, 1992/2015; Iqbal,
2015). Given that progress in trauma therapy typically is quite slow and often non-linear,
therapists affected by VT may also question their self-worth and feel insecure in their
professional skills, knowledge, and overall competence (e.g., Herman, 1992/2015;
Knight, 2018; Sartar, 2016). Lastly, it is theorized that providers affected by VT may
engage in avoidance behaviors, such as missing work, avoid working with traumatized
patients, withdraw socially, or even leave the field completely (e.g., Branson, 2019;
McCann & Pearlman, 1991/2015).
In summary, CSDT posits that therapists affected by VT are likely to experience
difficulties in multiple areas of their lives. It is theorized that the cognitive alterations
indicative of VT are cumulative and pervasive (McCann & Pearlman, 1991/2015). Not
only are therapists’ worldviews subjected to change, but their sense of self, beliefs about
others, and their interpersonal relationships may suffer as well (Pearlman & Saakvitne
1995). In addition, providers affected by VT may experience difficulties in their
professional lives, such as questioning their competence or engaging in ethically
problematic behavior (e.g., Iqbal, 2015; Herman, 1992/2015).
Although VT is a commonly studied construct in the literature, there is little
consensus among researchers regarding risk and protective factors for mental health
providers working with traumatized populations (e.g., Makadia et al., 2017). Recent
literature reviews on VT suggest that methodological issues present in the extant research
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may be responsible for the mixed findings (e.g., Branson, 2019; Kanno & Giddings,
2017; Pirelli et al., 2020). The following sections discuss theory and research findings
related to VT focusing on two primary variables that are of interest in this study, clinical
supervision and personal trauma history. Despite inconsistent findings, research studies
on VT suggests that individual and organizational workplace factors influence the
severity of VT symptoms in trauma therapists (e.g., DelTosta et al., 2019; Makadia et al.,
2017; Peled-Avram, 2017). One understudied workplace variable that has been reported
to influence the degree of VT for therapists is clinical supervision (e.g., DelTosta et al.,
2019; Lonn & Haiyasoso, 2016).
Clinical Supervision
Clinical supervision is a critical component of professional development for
therapists-in-training. It is thought to help trainees develop ethical and legal awareness,
develop an understanding and appreciation of cultural differences and how they may
affect the therapeutic process, gain a deeper understanding of theory and clinical
interventions, and learn how to function with increasing degrees of autonomy as a mental
health practitioner (Bernard & Goodyear, 2019). In addition to these functions, clinical
supervision also may serve as a buffer against the deleterious effects of indirect trauma.
Research studies suggest that clinical supervision can be effective in preventing and
coping with the harmful effects of VT (e.g., DelTosta et al., 2019; Knight, 2010;
Trippany et al., 2004). During the past several decades, research on clinical supervision
has increased significantly (e.g., McKibben et al., 2019; Schweitzer & Witham, 2018).
Theorists have emphasized the importance of implementing TI supervisory strategies that
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actively identify and address VT (e.g., Branson, 2019; Knight, 2018; Lonn & Haiyasoso,
2016). However, supervisees with limited clinical experience may have an insufficient
understanding of clinical supervision and struggle to decide what and how to share
clinical and personal information (e.g., DelTosta, 2019; Ladany et al., 1996; McKibben et
al., 2019). Theorists in the field of clinical supervision suggest that it is the supervisor’s
role to recognize the supervisee’s difficulties, normalize their reactions, and help the
supervisee explore and process these reactions within the context of a safe, supportive
relationship (e.g., Kanno & Giddings, 2017; Knight, 2004, 2018).
Trauma-Informed (TI) Supervision
In addition to a general lack of training on how to provide clinical supervision,
theorists in the field of trauma-informed (TI) supervision state that a major barrier to the
implementation of TI supervision is a lack of understanding among many supervisors
regarding the nature and effects of trauma and basic knowledge of TI principles (e.g.,
Courtois, 2018; Knight, 2019). Recent research findings report that TI practice reflects
an aspirational ideal rather than a clinical reality in many practice settings, even in
settings that are widely advertised to provide services to survivors of traumatic events
(e.g., Branson et al., 2017; Cook et al., 2017). Added to the lack of TI understanding for
supervisors, it is reasonable to believe that most supervisees do not receive necessary
components of TI supervision at their field placements or in their academic programs.
Indeed, a recently published study that surveyed 151 doctoral graduate programs in
psychology listed in the Association of Psychology Postdoctoral and Internship Centers
(APPIC) Directory found that only one in five programs offered a course on trauma
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psychology as well as a practicum that specifically provided services to traumatized
populations (Cook et al., 2017). In response to the risks associated with the provision of
trauma treatment, theorists in the field have made recommendations regarding how
clinical supervisors and field instructors can integrate trauma-informed principles into the
implementation of supervision and consultation (e.g., Courtois, 2018; Knight, 2018,
2019).
The underlying foundation for the implementation of TI care is to assume that
anyone seeking mental health services might be a trauma survivor (Goodman et al.,
2016). The fundamental skills required to provide TI supervision include having
knowledge of: trauma and its effects, indirect trauma, core skills related to clinical
supervision, and possessing knowledge of the core principles of TI practice and care
(Cook et al., 2017). TI practice and care are theorized to include five core elements:
safety, trust, choice, collaboration, and empowerment (Knight, 2019). TI practice
requires practitioners to have high self-awareness regarding the impact that their clinical
work has on them personally and professionally and to be proactive in managing personal
issues and reactions that arise (Knight, 2018). However, given novice therapists’ lack of
experience and (developmentally appropriate) reliance on the supervisor, it is generally
expected that clinical supervisors will assume some responsibility in trying to protect
their supervisees from adverse experiences, as they are still developing their professional
skillset and identity.
Knight (2018, 2019), a well published theorist in TI supervision, has written
extensively about the theoretical underpinnings that characterize TI supervision and
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practice. Knight hypothesizes that safety in the supervisory relationship is developed by
establishing clear boundaries and expectations; creating an environment conducive to the
supervisee feeling accepted and understood; and encouraging supervisees to adopt an
active stance in their learning and development through open, honest discussions. Trust
is built in the supervisory alliance when the supervisee perceives the supervisor to be
knowledgeable about trauma and capable of teaching clinical interventions or approaches
to treatment. Theoretically, trust is fostered when the supervisor is sensitive to the
affective reactions of the supervisee and checks in regarding their reactions to trauma
work while maintaining appropriate professional boundaries. Knight posits that
collaboration is promoted when both supervisee and supervisor are open to learning from
each other’s experiences and recognize that realities are constructed and multiple realities
exist. A supervisor takes on various roles depending on the context and developmental
stage of the supervisee. At times the supervisor assumes the role of expert; at other
times, the supervisor will serve as a consultant for the supervisee, thereby fostering
autonomy, independence, and empowerment. Due to the inherent power differential in
the supervisory relationship, Knight recommends that supervisors strive to create a more
egalitarian relationship with their supervisees to promote honest, meaningful discussions.
Theorists recommend that trauma therapists receive some form of supervision
throughout their careers rather than limiting supervision to pre-licensure, as it is believed
to help prevent or mitigate the negative consequences associated with trauma work (e.g.,
Branson, 2019; Ibqual, 2015). It is hypothesized that the integration of TI principles into
clinical supervision may help mitigate the severity of VT and encourage better self-care
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practices (e.g., Kanno & Giddings, 2017; Knight, 2013). Theory on TI supervision
suggests that supervisors strive to create a strong supervisory working alliance and
monitor changes in the supervisory relationship closely so that the interpersonal
foundation is in place to facilitate conversations about VT (e.g., Knight, 2013; McKibben
et al., 2019). Through this process supervisors may be able to help supervisees recognize
and address symptoms of VT before they fully manifest (e.g., Knight, 2013, 2018).
Research findings support this hypothesis, as several studies have found that higher selfreported supervisee ratings of the supervisory alliance are negatively related to
experiences of VT (e.g., DelTosta et al., 2019; Harrison & Westwood, 2009; Taylor &
Furlonger, 2011).
The Supervisory Working Alliance
The Supervisory Working Alliance (SWA) is an element of the supervisory
relationship that is defined as the “relational bond that develops between supervisor and
supervisee when they work together to achieve mutual goals through clearly identified
tasks” (Sterner, 2009, p. 250). The SWA focuses on establishing the relational bond
between the supervisor and supervisee in order to serve as an agent of therapeutic change
between the supervisee and their clients (e.g., Bernard & Goodyear, 2019; Sterner, 2009).
As it was originally conceptualized by Bordin (1983), the SWA consists of three
components: mutual agreement on the goals of supervision (i.e., mastery of specific
clinical skills); mutual agreement on the tasks needed to achieve the goals of supervision
(i.e., listening to audiotapes, reviewing notes, direct observation, etc.); and an emotional
bond involving mutual liking and caring between the supervisor and the supervisee. In
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order to nurture a strong SWA, theorists suggest that supervisors should adopt a
nonjudgmental stance, provide validation, support exploration, provide empathy, and
normalize their supervisees’ anxiety (e.g., Branson, 2019; McKibben et al., 2019).
Without a strong SWA in place, it is challenging to implement TI supervisory practices
because the supervisory relationship lacks the fundamental components of TI practice:
safety, trust, and collaboration (Knight, 2019).
The supervision of therapists-in-training presents unique dynamics in the
supervisory relationship due to the evaluative, hierarchical, and gatekeeping components
inherent in the relationship (Bernard & Goodyear, 2019). These components are
necessary to help regulate which trainees are appropriate and skilled enough to advance
further into training or enter the professional workforce (Bernard & Goodyear, 2019).
However, these dynamics create a power imbalance in supervisory relationships, which
can be problematic at times, particularly for novice supervisees, who are often anxious,
vulnerable, and insecure about their clinical work (e.g., DelTosta et al., 2019; Stoltenberg
& McNeil, 2010). In a recent survey of 127 clinical psychology trainees, Schweitzer and
Witham (2018) examined various clinical supervision constructs utilizing the Supervisory
Relationship Questionnaire (SRQ; Palomo et al., 2010) and the Supervisory Working
Alliance Inventory—Supervisee Form (SWAI-T; Efstation et al., 1990). The researchers
found that positive supervisory relationships were significantly and positively associated
with higher rates of satisfaction in supervision and willingness to disclose sensitive issues
to their supervisors (Schweitzer & Witham, 2018). Researchers have reported findings
that supervisees are less likely to make important disclosures in supervision when they
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perceive the SWA to be poor, as they fear being judged, perceived as incompetent, or
evaluated negatively (e.g., Hess et al., 2008; Ladany et al., 1996; Mehr et al., 2015).
McKibben et al. (2019) reported research findings that stronger perceptions of the
supervisory relationship significantly predicted lower nondisclosure scores. In other
words, within the context of a strong supervisory relationship, supervisees were more
likely to share sensitive information with supervisors (McKibben et al., 2019). Theorists
believe that poor supervisory relationships can lead to an exacerbation of VT symptoms
in supervisees due to lack of safety and support (e.g., Branson, 2019; Knight, 2018).
Historically, the majority of research on clinical supervision has focused on the
quantity rather than quality of supervision (Slattery & Goodman, 2009). Fortunately,
some researchers have criticized this approach as a methodological flaw and have
incorporated instruments into their studies that examine the quality of supervision (e.g.,
DelTosta, 2019; McKibben et al., 2019; Slattery & Goodman, 2009). Slattery and
Goodman (2009) surveyed 148 domestic violence “advocates” with various educational
and training backgrounds about the quality of supervision and symptoms of STS. Results
indicated that the quality of supervision was negatively related to STS symptoms (r = .226, p < .01). Participants who perceived a higher quality of supervisory alliance
reported lower levels of STS. In contextualizing their results, the authors hypothesized
that important elements of supervision included: normalizing the feelings and experiences
of the supervisee, providing support, identifying and processing of transference and
countertransference issues, and providing education about the nature and course of
traumatic reactions.
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Several studies examining the relationship between quality of clinical supervision
and VT have identified a strong SWA as a protective factor for reducing therapist
vulnerability to VT (e.g., DelTosta et al., 2019; Hunter & Schofield, 2006; Pearlman &
Mac Ian, 1995). DelTosta and colleagues (2019) recently examined the relationships
between VT, SWA, and empathy in 206 mental health trainees using the Supervisory
Working Alliance Inventory – Trainee (SWAI-T; Bahrick, 1989) and the Trauma and
Attachment Belief Scale (TABS, Pearlman, 2003). The researchers reported as trainee
perception of the strength of the SWA increased, negative thoughts about self and others
decreased, which was hypothesized to reflect cognitive changes indicative of VT. In
their qualitative investigation of how providers cope with VT, all eight participants
discussed supervision as an important coping strategy when working with traumatized
populations (Hunter & Schofield, 2006). Participants emphasized the importance of
having a strong supervisory relationship characterized by safety, trust, and a balance of
positive feedback and constructive criticism. In addition, participants expressed the value
of having a supportive environment to debrief and process emotionally taxing sessions
they had with clients as well as their own personal reactions (Hunter & Schofield, 2006).
Theorists believe that failure to adequately work through VT reactions carries significant
risk, as avoiding or suppressing personal reactions to trauma work can intensity the
effects of VT (e.g., Branson, 2019; Knight, 2004, 2018).
Findings in the literature are divided regarding the impact of supervision on the
development of VT or STS in trauma therapists. Several studies have failed to find
significant relationships between clinical supervision and levels of VT or STS (e.g.,
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Bober & Regehr, 2006; Makadia et al., 2017; Williams et al., 2012; Wood, 2011). The
researchers of these studies identified several methodological issues that may have
contributed to nonsignificant findings. Participants in the studies may have poorly
utilized clinical supervision, received inadequate supervision, or experienced a poor
SWA that diminished the effectiveness of supervision over time (e.g., Bober & Regehr,
2006). Alternatively, data may have been biased due to limited representation of
therapists who reported having a poor supervisory working alliance (Williams et al.,
2012). Wood (2011) assessed the quality of the supervisory relationship with the faculty
supervisor rather than an on-site clinical supervisor at the trainee’s practicum placement.
The researcher acknowledged that supervision from different sources potentially resulted
in a limitation of the study and Wood encouraged future researchers to focus on on-site
supervisor or have participants consider all of their supervisors. Makadia et al. (2017)
controlled for the variable “quality of supervision” in their sample of psychology trainees
in the United Kingdom (UK), but did not describe how quality of supervision was
assessed or report using a specific measure.
Despite the presence of some mixed findings, the literature provides moderate
support that clinical supervision can be effective in mitigating VT and STS with novice
therapists. More research is needed to examine the specific components of supervision
that help recognize, treat, and/or prevent the development of VT with novice therapists.
Theorists argue that investigations into the relationship between personal trauma history
and VT are extremely important, as it is believed that many survivors of traumatic events
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feel motivated to help others as a result of their adverse experiences and may pursue a
career in mental health (Branson, 2019).
Personal Trauma History
Aside from clinical supervision, one of the most commonly examined and
methodologically controversial variables in the literature on indirect trauma is mental
health providers’ personal history of trauma (e.g., Adams & Riggs, 2008; Cosden et al.,
2016; Ivicic & Motta, 2017; Peled-Avram, 2017). A review of the literature shows that
personal trauma history is a complex and multidimensional concept, which has led to
significant inconsistencies in VT research (Branson, 2019). Personal trauma history is a
difficult variable to study for several reasons: the diverse types of traumatic experiences
one can experience; qualitative differences that may exist between single episodes of
trauma vs. prolonged or chronic traumatic experiences; and the lack of operationalization
definitions related to trauma (Branson, 2019). Despite these methodological concerns,
several theorists have hypothesized that therapists with a personal trauma history are
more susceptible to the effects of VT due to the potential reactivation of their own
traumatic memories via empathetic engagement with clients (e.g., McCann & Pearlman,
1991/2015; Pearlman & Saakvitne, 1995). It is reasonable to expect that stories of
graphic sexual trauma may negatively affect therapists who personally identify as a
survivor of sexual abuse or assault. Alternatively, therapists may be empowered by their
survivor status, and feel motivated to work with survivors of sexual abuse as a result of
their own trauma (e.g., Branson, 2019; Jenkins et al., 2011). Interestingly, researchers
have reported that there is a higher percentage of sexual abuse survivors among therapist
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populations than in the general population (e.g., Shannon et al., 2014). Although
researchers have expressed concern that a personal trauma history may lead to overidentification and excessive distress among trauma therapists (Wilson & Thomas, 2004),
others have argued that a personal trauma history may provide a deeper understanding of
their clients’ traumatic experiences (Pearlman & Caringi, 2009).
Multiple studies have examined the relationship between personal trauma history
and level of vicarious trauma (VT) in mental health providers. Several research studies
found that therapists who reported a personal trauma history scored significantly higher
on the measures assessing VT than therapists who did not report a history of trauma
(Pearlman & Mac Ian, 1995; Peled-Avram, 2017; Trippany et al., 2003; Williams et al.,
2012). Trippany et al. (2003) found that personal trauma history was a significant
predictor of VT for therapists who provided sexual abuse treatment to children, but not
for therapists who worked solely with adult survivors of sexual abuse. Peled-Avram
(2017) reported that social workers whose clients had experienced interpersonal trauma
were at a greater risk of VT than social workers whose clients endorsed trauma stemming
from other sources (i.e., natural disasters). Williams et al. (2012) found that personal
wellness mediated the relationship between childhood trauma and development of VT,
which led them to emphasize the importance of self-care for trauma therapists.
Alternatively, several studies failed to find a relationship between personal trauma
history and symptoms of VT in mental health providers (e.g., Benatar, 2000; Brooks,
2011; Schauben & Frazier, 1995; Way et al., 2004). In their examination of VT
symptoms in mental health providers, Way et al. (2004) compared levels of VT in
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providers who worked with victims of sexual trauma to providers who provided treatment
to sex offenders. They found that personal history of trauma was not significantly
associated with VT for either group of providers. Some researchers provided possible
explanations for why they may have failed to discover a relationship between these
variables including: insufficient sample size (Brooks, 2011) and failing to explore
possible nuances in the category of “childhood sexual abuse” (i.e., duration of abuse, type
of abuse, relationship of abuser to victim, history of treatment, etc.; Benatar, 2000).
The inclusion of indirect trauma into the DSM-5’s criteria for PTSD (Criteria A)
(APA, 2013) has led some scholars to criticize previous research on STS because it failed
to distinguish indirect trauma from participants’ personal (direct) trauma (e.g., Benuto et
al., 2018; Mordeno et al., 2017). Although the instruments that measure STS should
instruct participants to respond to items in relation to their experiences of working with
trauma-exposed clients, it is possible that participants’ endorsement of STS symptoms
may reflect psychological distress stemming from personal issues rather than secondary
exposure to trauma (Bride et al., 2004). Methodologically, it can be challenging to
differentiate the exact source of distress.
Despite these methodological concerns, some studies have found significantly
higher Secondary Traumatic Stress (STS) symptom intensity in mental health providers
who endorsed a personal history of trauma than those who did not report a trauma history
(e.g., Choi, 2011; Dworkin et al., 2016; Ivicic and Motta, 2017; Kassam-Adams 1999).
Dworkin and colleagues (2016), Choi (2011), and Kassam-Adams (1999) found that
personal trauma history was associated with higher levels of STS in their samples. Type
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of trauma may be an important variable of interest, as Kassam-Adams (1999) reported
that personal childhood trauma history was significantly associated with elevated STS
symptoms while other forms of trauma were not significant. Dworkin and colleagues
(2016) examined personal sexual assault history in their sample of 164 participants who
provided supportive counseling services to survivors of sexual assault at a rape crisis
center. Sexual assault history was associated with statistically significantly higher levels
of STS (ß = 1.95, p < .01; Dworkin et al., 2016). Ivicic and Motta (2017) found that
mental health professionals who endorsed exposure to more traumatic life experiences as
measured by the Life Events Checklist (LEC; Blake et al., 1995), exhibited longer
response latencies on a trauma-stimuli card sort than those who endorsed less trauma
exposure. The researchers theorized that longer response latencies were indicative of
greater STS symptoms (Ivicic & Motta, 2017).
In a recently published literature review on VT, Branson (2019) identified several
problems with the existing research. Branson reported that studies have incorrectly used
the term “vicarious trauma” when they actually were describing other constructs, such as
exposure to community-based violence (e.g., Yazdani et al., 2015, 2016) and when
examining the impact of indirect trauma on family members whose loved ones
experienced a natural disaster (e.g., Smith et al., 2014). Another weakness in the
literature described by Branson stems from blending similar terms into one study
variable. For example, some researchers refer to vicarious traumatization, secondary
traumatic stress, burnout, occupational stress, and compassion fatigue as interchangeable
terms rather than distinct concepts, which blurs the meaning and interpretive value of the
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results. In addition, the VT literature includes a variety of professions (i.e., medical
providers, social workers, psychologists, lawyers, victim advocates, etc.) which may
convolute clinical implications. While there are commonly used measures to assess
Secondary Traumatic Stress symptoms (e.g., STSS; Bride et al., 2004), there is a lack of
validated measures for vicarious trauma (Branson, 2019). Branson argued that these
methodological flaws highlight a need for additional research to further the field’s
understanding of VT.
In summary, there are mixed findings in the literature regarding the impact of
personal trauma history on the development of VT for trauma therapists. Although there
is moderate empirical support suggesting that personal trauma is a risk factor for the
development of symptoms related to VT and STS, several studies failed to find
relationship. Variations in the literature could be due to study limitations, such as failing
to differentiate between PTSD and indirect trauma or omitting important variables from
the research design that may influence the relationship (Branson, 2019). Some variation
may be explained by extraneous variables, such as whether the therapist received
personal therapy to work through the trauma (Bell, 2003). Although several studies
included personal trauma history as a variable of interest, they did not inquire about any
subsequent mental health treatment (e.g., Peled-Avram, 2017; Schauben & Frazier, 1995;
Trippany et al., 2003; Way et al., 2004).
Conclusion
Research findings are divided regarding the relationship between clinical
supervision and degree of VT and/or STS symptoms for mental health practitioners (e.g.,
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Bober & Regehr, 2006; Choi, 2011; Makadia et al., 2017; Williams et al., 2012). The
current literature available on VT and STS suggests that clinical supervision is an
understudied variable (Slattery & Goodman, 2009). Studies primarily have focused on
the quantity of clinical supervision rather than behavioral, measurable aspects of
supervision that contribute to overall quality (e.g., Ivicic & Motta, 2017; Slattery &
Goodman, 2009). This limited focus is problematic given that the quality of supervision
varies significantly across the field and research suggests that certain qualities of
supervision may be particularly important in preventing and/or mitigating symptoms of
VT (e.g., Peled-Avram, 2017; Slattery & Goodman, 2009). The paucity of research that
examines the influence of personal sexual trauma history and experience in therapy on
the relationship between personal trauma history and level of VT in therapists-in-training
highlights a need for further research on this potentially vulnerable population.
Personal trauma history has been one of the most frequently studied variables in
the VT literature (e.g., Ivicic & Motta, 2017; Peled-Avram, 2017). However, empirical
findings examining the relationship between personal trauma history and degree of VT
and/or STS symptoms for mental health practitioners are inconsistent in the literature
(e.g., Choi, 2011; Peled-Avram, 2017; Williams et al., 2012). One possible explanation
for this inconsistency could be the existence of extraneous variables that make this topic
difficult to study (i.e., personal trauma history, receiving personal therapy, differentiating
between PTSD and STS).
The next chapter provides a detailed description of the methodology that was used
for the study. It includes information about the sample, measures and data analyses used,
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and research procedures. The chapter begins with an outline of the research design
followed by a description of the steps used for data analysis.
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Chapter Three: Methodology
This chapter provides a description of the methodology used for this study.
Information includes a description of the sample, measures included in the questionnaire,
the research procedure, and statistical analyses used for data analysis. While other
studies have examined the influence of individual and workplace factors on the
development of VT and STS among mental health professionals, this study focused on a
sample of therapists-in-training. The study examined the relationship between quality of
clinical supervision and levels of vicarious trauma and secondary traumatic stress
symptoms in therapists-in-training when controlling for history of personal sexual trauma
and experience in therapy for sexual trauma.
Design and Rationale
This study examined the relationship between quality of clinical supervision,
measured by the Short Supervisory Relationship Questionnaire (S-SRQ; Cliffe et al.,
2016), and levels of vicarious trauma and secondary traumatic stress, as measured by the
Vicarious Trauma Scale (VTS; Vrklevski & Franklin, 2008) and the Secondary
Traumatic Stress Scale (STSS; Bride, et al., 2004) in novice therapists who are within
their first two years of clinical experience. Research in the social sciences should strive
to achieve a statistical power level of at least .80 and suggested utilizing a moderate
effect size of 0.40 - 0.50 (Cohen, 1988). A power analysis using G*Power (Erdfelter et
al., 1996) was performed for Analysis of Covariance (ANCOVA): Fixed effects, main
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effects and interactions with eight groups (original plan for study), an estimated effect
size of .40 (based on literature review), power .80, an alpha coefficient of 0.05, and one
covariate. The power analysis indicated a sample of at least 98 participants was required
to reduce the risk of making a type II error with p <.05.
After data entry and data cleaning were complete, the researcher examined
descriptive statistics of the sample. The original plan to organize participants into eight
groups resulted in highly disproportionate group numbers. The researcher simplified the
grouping variable (personal history of sexual trauma and history of receiving therapy for
sexual trauma) from the originally proposed eight categories into three categories so that
the numbers of participants in each group would be more proportionate. A second power
analysis was conducted replacing the eight groups with three which indicated that a
minimum sample of 64 participants was required to reduce the risk of making a type II
error with p < .05. The final sample included 103 adult females. Participants were
organized into three groups based on their self-reported personal histories of sexual
trauma and experience in therapy to address sexual trauma.
Participants
The sample consisted of adult female graduate students who were enrolled in a
clinical mental health training program at the time of data collection and had experience
providing therapy to at least one survivor of sexual trauma while receiving clinical
supervision (Table 3.1). Participants ranged from 22 to 50 years old, with a mean age of
27.28, standard deviation of 5.12, and a mode of 24 and 25 years of age. Sixty-nine
percent (n = 71) of the participants were between the ages of 23 and 27. Participants
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identified with the following ethnic/racial groups: 81.6% White or Caucasian, 6.8%
Asian American or Asian, 3.9% Hispanic or Latina, 4.9% Multiracial, 1% African
American or Black, 1% Middle Eastern, and 1% Other. Participants identified with the
following sexual orientations: 71.8% Heterosexual, 17.5% Bisexual, 3.9% Asexual, 3.9%
“Other” Identified, and 2.9% Gay/Lesbian.
Participants were enrolled in a variety of different mental health training
programs, including: counseling psychology (MA) 42.7%, clinical mental health
counseling (MA or MS) 15.5% , clinical psychology (PsyD) 10.7%, social work (MSW)
10.7%, counseling psychology (PhD) 8.7%, clinical psychology (PhD) 2.9%, forensic
psychology (MA) 2.9%, and clinical psychology (MA) 2.9%. The “Other” category
included the following: Counseling (MA), 0.96%, Counseling Education, 0.96%,
Counseling Education and Supervision (PhD), and 0.96% Sports Performance (MA).
Participants varied in the estimated number of clients they treated who identified
as survivors of sexual trauma (Figure 3.1). The mean number of clients treated by the
participants with a history of sexual trauma was 4.5 clients (SD = 5.36, range of 1 to 30,
mode = 1 client). Approximately 31.1% of the sample (n = 32) reported that they had
only worked with one survivor of sexual trauma during the course of their training.
Twenty-one percent (21.4%) of the sample (n = 22) reported experience providing
therapy to two survivors of sexual trauma. Approximately 79.6% of the sample (n = 82)
reported that they had worked with five or fewer survivors of sexual trauma.
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Table 3.1
Overview of Participant Demographic Characteristics
____________________________________________________________________
Demographics
Frequency
Percentage
Total Participants
103
Racial/Ethnic Group
White/Caucasian
Asian American/Asian
Multiracial
Hispanic or Latina
African American/Black
Middle Eastern
Other

84
7
5
4
1
1
1

81.6%
6.8%
4.9%
3.9%
1.0%
1.0%
1.0%

Sexual Orientation
Heterosexual
Bisexual
Asexual
Other
Gay/Lesbian

74
18
4
4
3

71.8%
17.5%
3.9%
3.9%
2.9%

Mental Health Training Program
Counseling Psychology (MA)
Clinical Mental Health (MA/MS)
Social Work (MSW)
Clinical Psychology (PsyD)
Counseling Psychology (PhD)
Clinical Psychology (PhD)
Forensic Psychology (MA)
Clinical Psychology (MA)
Other

44
16
11
11
9
3
3
3
3

42.7%
15.5%
10.7%
10.7%
8.7%
2.9%
2.9%
2.9%
2.9%

History of Sexual Trauma
No Sexual Trauma
Adult Sexual Trauma
Childhood and Adult Sexual Trauma
Childhood Sexual Trauma

42
33
17
11

40.8%
32.0%
16.5%
10.7%

Formal PTSD Diagnosis
No
Yes

88
15

85.4%
14.6%
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Figure 3.1
Number of Clients Treated Presenting with Sexual Trauma History

Instruments
Demographic Information Form. Each participant completed a demographic
information form that includes questions concerning age, gender, race/ethnicity,
education, and type of training program. Participants were asked to indicate whether they
had a personal history of sexual abuse; and if so whether they have received therapy for
the treatment of sexual trauma; and if they have ever been formally diagnosed with
PTSD. Additionally, participants were asked to estimate the number of clients they
provided treatment to where sexual trauma was the primary focus of the treatment.
Participants were asked several questions about the nature of their supervision to
determine whether trauma-informed principles were integrated into their supervision.
These questions were developed by the researcher and are informed by the current
literature base on trauma-informed supervision. Unfortunately, no formal measure could
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be located to assess the degree to which supervision can be characterized as traumainformed. This form was expected to take approximately five minutes to complete
(Appendix A).
Vicarious Trauma Scale. The Vicarious Trauma Scale (VTS; Vrklevski &
Franklin, 2008) is an 8-item measure designed to assess subjective distress levels
experienced by individuals who work with survivors of traumatic events. The VTS is the
first scale that measures the subjective distress associated with VT (Benuto et al., 2018a).
The VTS is measured on a 7-point Likert scale (1= Strongly Disagree and 7 = Strongly
Agree; Benuto et al., 2018a). Questions inquire about exposure to distressing material
and experiences, exposure to traumatized or distressed clients, and cognitive and
emotional distress associated with working with traumatized clients. For example, some
of the items on the instrument include: I find myself distressed by listening to clients’
stories and situations; I find myself thinking about distressing material at home;
Sometimes I feel helpless to assist my clients in the way I would like; It is hard to stay
positive and optimistic given some of the things I encounter in my work. According to the
authors of the VTS, a score in the range of 8 to 28 indicates low VT, 9 to 42 indicates
moderate VT, and a range of 43 to 56 indicates high levels of VT (Aparicio et al., 2013).
The authors of the VTS recommend using it as a screening tool to assess for secondary
exposure to distressing or traumatic material as well as subjective levels of distress
(Aparicio et al., 2013).
The authors evaluated the psychometric properties and viability of using the VTS
to examine VT in a sample of 170 social workers (Aparicio et al., 2013). Results from
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this study indicated that the VTS is theoretically and psychometrically sound in the
assessment of VT in social workers; they reported good internal consistency reliability (α
= .77). The VTS has also been found to be an acceptable measure of VT with victim
advocates, as evidenced by high internal consistency and single-factor loading (Benuto et
al., 2018a). In their analysis of the psychometric properties of the VTS, Benuto et al.
(2018a) reported a α = .88 and internal consistency of α = .83. When examining the
validity of the VTS, Benuto et al. (2018a) suggested that discrepancies in scores between
the social workers in Aparicio et al.’s (2013) study and the victim advocates in their study
may be due to differences in the professions or the samples. For example, the nature of
the professions may vary in the degree of trauma exposure the professionals encounter
(i.e., depth of details shared about traumatic experience(s)) and/or client population
served (e.g., child victims vs. adult victims; victims of sexual assault vs. victims of
interpersonal violence) (Benuto et al., 2018a; Appendix B).
Short Supervisory Relationship Questionnaire. The Short Supervisory
Relationship Questionnaire (S-SRQ; Cliffe et al., 2016) is an 18-item instrument that
measures the quality of the supervisory relationship. Participants respond to items on a
7-point Likert-type scale (1 = Strongly Disagree to 7 = Strongly Agree) (Cliffe et al.,
2016). The S-SRQ is a revised, shorter version of the 67-item Supervisory Relationship
Questionnaire (SRQ; Palomo et al., 2010). The items on the SRQ were generated from
qualitative research examining effective and ineffective components of supervisory
relationships, which gives the instrument an intuitive appeal (Palomo et al., 2010). The
S-SRQ has three subscales: safe base, reflective education, and structure (Cliffe et al.,
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2016). The safe base subscale is comprised of elements of collaboration, respect,
nonjudgment, and safety (Cliffe et al., 2016). The reflective education subscale refers to
the processes of reflection and learning, which are theorized to be important aspects of
supervision (Milne, 2009). The structure subscale relates to the organizational
components of supervision (i.e., focused, structured, uninterrupted, etc.; Cliffe et al.,
2016). The total score of the S-SRQ was used for the main data analyses.
Research indicates that the S-SRQ has good psychometric properties, which
renders it an effective measure to utilize in supervisory and research contexts since it is
significantly shorter than the original version, the SRQ (Cliffe et al., 2016). The total
score of the S-SRQ for internal consistency was high (α = .96). Item correlations ranged
from 0.53 to 0.87. Alpha values for the subscales were: Safe Base (α = .97), Reflective
Education (α = .89), and Structure (α = .88; Cliffe et al., 2016). The S-SRQ also
demonstrated acceptable test-retest reliability (α = .94). The S-SRQ has good convergent
validity, as evidenced by significant positive correlations with measures of the
supervisory relationship and significant negative correlations with a measure of role
conflict and role ambiguity (Cliffe et al., 2016). Cliffe and colleagues suggest the S-SRQ
has adequate divergent validity because it has failed to demonstrate significant
correlations with unrelated constructs, such as personality, as measured by the Shortscale Eysenck Personality Questionnaire (Eysenck et al., 1985). The S-SRQ has been
shown to significantly predict perceived effectiveness of supervision as well as
satisfaction with supervision (Cliffe et al., 2016). S-SRQ scores predicted satisfaction at
a similar level as the SRQ scores (R2 = 0.83, F(1,187) = 948.62, p < 0.001 and R2 = 0.85,
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F(1,175) = 983.78, p < 0.001, respectively). S-SRQ scores predicted the same amount of
variance as others supervision measures alone and other supervision measures combined
with demographic variables (R2 = 0.74, F(1,182) = 511.89, p < 0.001). This form takes
less than five minutes for participants to complete (Appendix C).
Secondary Traumatic Stress Scale. The Secondary Traumatic Stress Scale
(STSS; Bride, et al., 2004) is an instrument comprised of 17 items used to measure
secondary traumatic stress. Specifically, the instrument assesses symptoms in relation to
intrusion, avoidance, and arousal associated with indirect exposure to traumatic events
via professional engagement with traumatized clients (Bride et al., 2004). Participants
are instructed to read each item and indicate how frequently the item was true for them in
the past seven days using a five choice, Likert-type scale (1 = never to 5 = very often;
Bride et al., 2004). For example, sample items include: It seemed as if I was reliving the
trauma(s) experienced by my clients; I felt discouraged about the future; Reminders of
my work with clients upset me; I had little interest in being around others; I thought
about my work with clients when I didn’t intend to. The STSS is comprised of three
subscales: Intrusion (items 2, 3, 6, 10, 13), Avoidance (items 1, 5, 7, 9, 12, 14, 17), and
Arousal (items 4, 8, 11, 15, 16; Bride et al., 2004). The total score for the STSS is
calculated by summing all of the items in the measure (possible range is 17 to 85); each
subscale is calculated by summing the items assigned to each subscale. Bride (2007)
recommends that a score of 38 or higher suggests that steps need to be taken to address
secondary traumatic stress symptoms (Bride, 2007).
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The STSS has been reported to have strong psychometric properties, including an
alpha coefficient value of α =.93 for reliability for all 17 items, as well as alpha
coefficient values of α = .80 for the Intrusion subscale, α =.87 for the Avoidance
subscale, and α =.83 for the Arousal subscales, which indicate strong reliability (Bride et
al., 2004). The STSS has demonstrated construct validity through convergent,
discriminant, and factorial analyses (Bride et al., 2004; Bride et al., 2007; Ting et al.,
2005). Ting et al. (2005) analyzed the psychometric properties of the STSS and reported
that internal consistency reliability for the total STSS 17-items was α = .94. Evidence for
discriminant validity was found by comparing scores on the STSS to unrelated
demographic variables such as age, ethnicity, and income (Bride et al., 2004). Significant
correlations were obtained between the STSS and its subscales and each of the
convergent variables; significant correlations were not found between the STSS and its
subscale and each of the discriminant variables. Given this information, claims for
convergent and discriminant validity of the STSS appear to be supported (Bride et al.,
2004).
In their examination of the psychometric properties of the STSS, Benuto et al.
(2018b) and Ting et al. (2005) both found that all three factors/subscales were highly
correlated with each other (Intrusion-Avoidance r = .93 - .96, Intrusion-Arousal r = .95 .96, and Avoidance-Arousal r = .98 - 1.0). The high factor correlations between
intrusion, avoidance, and arousal suggest that there is difficulty distinguishing between
the subscales (Ting et al., 2005). Both Ting et al. (2005) and Benuto et al. (2018b)
concluded that a single-factor model is the preferred approach to conceptualize secondary
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traumatic stress, as measured by the STSS, which has been supported by other
researchers (e.g., Beck, 2011; Bonach & Heckart, 2012; Kintzle et al., 2013). The total
score of the STSS will be used for all of the analyses in this study.
Although the DSM-5 was revised to include experiencing secondary trauma as a
potential cause of PTSD, the conceptualizations of PTSD and STS remain distinct
(Mordeno et al., 2017). Researchers have recently argued that STS should be measured
using an instrument specifically designed to assess STS symptoms rather than an
instrument based solely on PTSD-like criteria (Sprang & Craig, 2015). The STSS has
been used with a variety of populations, however, there appears to be a scarcity of
research utilizing the STSS with therapists-in-training. This instrument was expected to
take less than five minutes to complete (Appendix D).
Permission to Utilize Instruments. Written permission was obtained to use these
instruments in this proposed study (Appendix E).
Procedure
The first step of this study was to gain approval to conduct this research from the
Institutional Review Board (IRB) at the University of Denver which was granted on April
25th, 2019 (Project 1405706-1; Appendix F). Each participant in the study was recruited
through a recruitment email forwarded by the Department Chair or Training Director of
their training program (Appendix G). Participants were sampled from various mental
health training programs located in a large Metro area and surrounding universities in the
Western United States. First and second year students from master’s level counseling
psychology, clinical psychology, and social work programs were contacted during the
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initial recruitment process. First, the researcher obtained permission to visit several
master’s level clinical practicum and/or internship classes from her university as an initial
recruitment strategy. The researcher consulted with the professors of practicum and
internship classes to determine optimal dates and times to visit the class to discuss the
research project. The researcher visited classes in person, explained the purpose of the
study, outlined the potential risks and benefits, and provided information on how to
access the questionnaire online through Qualtrics. Additionally, the researcher asked the
instructors of these courses to email a link to the survey to members of their class to
potentially increase the response rate. The researcher used an internet Google search to
locate other mental health programs in the Metro area. The researcher visited the website
for the training program of interest to identify a contact person in order to send a
recruitment email. Specifically, the researcher looked for email addresses of training
directors and department chairs.
Due to lower response rates than anticipated, recruitment was expanded to include
students enrolled in the following Council for Accreditation of Counseling and Related
Educational Programs (CACREP) accredited programs: forensic psychology (MA),
clinical mental health (MA), school counseling (MA), counselor education and
supervision (MA), rehabilitation counseling (MA), and sport & performance psychology
(MA). In addition, doctoral level American Psychological Association (APA) accredited
clinical psychology and counseling psychology programs (PhD and PsyD) were also
contacted. Students who were enrolled in PhD or PsyD mental health training programs
were eligible for participation if they were within the first two years of their training.
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Doctoral level trainees who had previously received a master’s degree in mental health
were excluded from the study due to their higher level of experience. The researcher
located these programs from online CACREP and APA directories, visited the training
program’s website, and located contact information for the clinical training director
and/or department chair. The researcher contacted the clinical training director or the
department chair from these accredited programs via email and requested that they
disperse the recruitment email to their student listserv.
Informed consent was obtained electronically from all participants prior to their
participation in the survey that detailed information about potential risks and benefits
associated with the study (Appendix H). Informed consent was described in the
recruitment email and at the beginning of the Qualtrics survey once possible participants
clicked on the URL. Participants provided informed consent electronically by reading a
statement that said “I provide consent to participate in the study” and then clicking a box
that said “Yes (Proceed with questionnaire)” or they could decline by clicking a box that
said “No (Close window and exit Qualtrics)”. The participants were informed that the
study involved potentially sensitive topics, including history of sexual abuse and assault.
Participants were informed that their participation in the study was voluntary and
anonymous and would not affect the participants’ standing in their training programs or
their supervisors’ evaluations. There were no consequences for declining to participate in
the study. The researcher included a list of resources for sexual assault and mental health
treatment at the end of the survey for anyone who wished to receive assistance.
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Participants who provided consent electronically were directed to complete a 59item self-report questionnaire online through Qualtrics that included demographic
information, personal history of sexual trauma and therapy, experience providing therapy
to survivors of sexual trauma, The Short Supervisory Relationship Questionnaire, The
Vicarious Trauma Scale, and The Secondary Traumatic Stress Scale. In addition,
participants were asked to complete a questionnaire about their clinical supervisory
experiences and “reactions to working with clients who have experienced sexual trauma.”
Participants were instructed to think about the clinical supervisor who provided
supervision for the case(s) in which they treated client(s) for sexual trauma when
responding to the questionnaire. Since some participants may have had multiple
supervisors who provided clinical supervision for cases involving sexually traumatized
clients, participants were asked to respond to all supervision items about one specific
clinical supervisor to promote consistency across the measures. Due to the sensitive
nature of the questionnaire, the Qualtrics survey did not require participants to complete
each item before moving forward with the survey. Resources on organizations that
provide treatment for sexual trauma survivors was provided at the end of the
questionnaire.
Data were entered by the researcher into an Excel spreadsheet that was password
protected. A separate password-protected document was kept with identifying
information (i.e., names and email addresses) so that participants who were selected to
receive one of the 20 Amazon gift cards valued at $20 could be contacted. Identifying
information was not saved in the same document containing any sensitive data obtained
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from the questionnaires to ensure anonymity and privacy. There was no hardcopy data
associated with this study, as all data were collected electronically through Qualtrics.
Summary
This chapter provided an overview of the research design, sample, measurements,
and procedures that were used in this study. Chapter four discusses the data analyses and
the results of the analyses. Preliminary data analyses are reviewed, including power
analyses, and assumptions associated with ANCOVA analyses. A description of the
main analyses addressing the study hypotheses are provided, including an outline of the
statistical analyses that were used. In addition, other findings of interest are presented.
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Chapter Four: Results
This chapter presents an overview of the data analyses used in this study and
results from the proposed hypotheses (Table 4.1). Preliminary data analyses are
discussed, including missing data, power analyses, and Analysis of Covariance
(ANCOVA) assumptions. The main analyses were performed using ANCOVA.
Supplemental analyses are provided when appropriate. Statistical analyses for this study
were conducted using the program Statistical Package for the Social Sciences (SPSS),
version 26 (IBM Corporation, 2019). The alpha level was set at 0.05.
ANCOVA is an extension of ANOVA that allows the researcher to statistically
control for the effects of variables that may influence the independent variable(s) in the
study (Leech et al., 2005). ANCOVA is used to adjust or control for differences between
groups based on another variable(s), which is called the covariate. ANCOVA allows the
researcher to exclude the influence of the covariate from the list of possible explanations
of variance in the dependent variable (Leech et al., 2005). This allows for increased
power and a reduction in biases caused by differences in the covariate variable among
groups by accounting for the variability explained by the regression of the response on
the covariate (Barrett, 2011).
The research hypotheses were analyzed through ANCOVA in order to increase
statistical power and control. The ANCOVA F test evaluated whether the population
means on the dependent variable (i.e., level of VT or STS symptoms) differed across
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levels of sexual trauma history and experience in therapy for sexual trauma when
differences in the covariate, quality of clinical supervision, were adjusted. When a factor
had more than two levels and the F test was significant, the researcher conducted followup tests to determine whether there were differences on the adjusted means between
groups (Leech et al., 2005).
ANCOVA analyses were conducted via the General Linear Model Univariate
procedure since this research design did not include repeated measures (Field, 2016).
These analyses determined if there was a significant main effect of clinical supervision
on level of vicarious trauma and level of secondary traumatic stress after controlling for
the effect of personal sexual trauma history and experience in therapy for sexual trauma.
Additionally, the analyses determined if there was a significant interaction effect between
two independent variables in relation to a continuous dependent variable (i.e., level of
vicarious trauma or secondary traumatic stress) (Laerd Statistics, 2018).
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Table 4.1
Research Hypotheses, Measures, and Statistical Procedures
Hypotheses:
Hypothesis 1: There will be a statistically
significant inverse relationship between
quality of clinical supervision, as
measured by the total score on the Short
Supervisory Relationship Questionnaire
(SSRQ), and level of VT, as measured by
the total score on the Vicarious Trauma
Scale (VTS), in graduate level mental
health trainees and this relationship will
vary among three groups based on
personal sexual trauma history and
experience in therapy.

Measures
-Short Supervisory
Relationship
Questionnaire
(independent variable)
-Vicarious Trauma Scale
(dependent variable)
-Sexual Trauma History
measure
-Therapy History measure

Statistics
ANCOVA

Hypothesis 2: There will be a statistically
significant inverse relationship between
quality of clinical supervision, as
measured by the total score on the short
supervisory relationship questionnaire
(SSRQ), and level of STS, as measured
by the total score on the Secondary
Traumatic Stress Scale (STSS), in
graduate level mental health trainees and
this relationship will vary among three
groups based on personal sexual trauma
history and experience in therapy.

-Short Supervisory
Relationship
Questionnaire
(independent variable)
-Secondary Traumatic
Stress Scale (dependent
variable)
-Sexual Trauma History
measure
-Therapy History measure

ANCOVA

For this study, quality of clinical supervision, as measured by the total score on
the Short Supervisory Relationship Questionnaire (S-SRQ; Cliffe et al., 2016), is the
independent variable in both hypotheses. The dependent variables are level of vicarious
trauma symptoms, as measured by the total score on the Vicarious Trauma Scale (VTS;
Vrklevski & Franklin, 2008), and the level of secondary traumatic stress symptoms, as
measured by the total score on the Secondary Traumatic Stress Scale (STSS; Bride et al.,
2004). The covariate variables include personal history of sexual trauma and history of
receiving therapy for sexual trauma, which were used as a grouping variable to create
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three groups (Table 4.2). Group One was comprised of female therapists-in-training who
did not endorse any history of sexual trauma and therefore had not received therapy that
specifically addressed sexual trauma (n = 42). Group Two was comprised of female
therapists-in-training who endorsed a history of sexual trauma yet did not endorse
receiving any therapy for sexual trauma (n = 38). Group Three was comprised of female
therapists-in-training who endorsed a history of sexual trauma and reported having
received therapy to treat their sexual trauma (n = 23).
Table 4.2
ANCOVA Covariate/Grouping Variables: Sexual Trauma History & History of Receiving
Therapy for Sexual Trauma
Group One

Group Two

Group Three

No Sexual Trauma History +
No Therapy Received for
Sexual Trauma
(n = 42)

History of Sexual Trauma +
No Therapy Received for
Sexual Trauma
(n = 38)

History of Sexual Trauma +
Received Therapy for Sexual
Trauma
(n = 23)

Preliminary Analyses
Data Cleaning
A total of N = 179 surveys was collected through Qualtrics during the data
collection period that occurred from April through November of 2019. The researcher
excluded cases due to large sections of incomplete data (n = 13), respondents who had no
experience working with survivors of sexual assault (n = 30), and participants who
indicated that they were beyond their first two years of field experience occurring within
the context of their clinical training (n = 15). During data collection, the researcher
learned that some master’s level mental health programs utilize a three-year model and
do not require or allow students to engage in clinical work until the second or third years
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of training. Given this consideration, the researcher included participants in the final
sample who indicated that they were in a master’s level program and selected “third year”
of training. The researcher decided to exclude male (n = 15) and transgender (n = 2) or
queer/non-binary identified individuals (n = 1) due to low numbers of representation in
the data set. The final number of participants included in the study was 103. One
participant did not complete five of the six questions in the trauma-informed supervision
section of the questionnaire although they completed all other areas of the questionnaire.
Given that these questions were used to assess the frequency that trauma-informed
supervisory techniques were used in supervision and were not related to the two
hypotheses, this person was included in the main data analysis but not included in the
information concerning supervisory techniques.
Consideration of Outliers
In line with recommendations from Laerd Statistics (2018), the researcher
examined the potential influence of outliers in the data set. The researcher used the
Explore function of Descriptive Statistics in SPSS to examine the data for outliers. Data
were considered outliers if they were two standard deviations (or more) above or below
the sample mean. Six cases were identified as outliers in the VTS; three cases were
identified as outliers in the STSS; and six cases were identified as outliers in the S-SRQ
(Table 4.3). In addition, five cases were identified as outliers for number of clients
treated in which sexual trauma history was the primary focus of treatment. Results for
the main hypotheses are presented with and without the outlying cases included in the
dataset.
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Table 4.3
Outlying Cases in Dataset
Variable
VTS Total
STSS Total
S-SRQ Total
# of Clients

Outlying Cases in Dataset
2+ SD Below M
4 cases
0 cases
6 cases
0 cases

2+ SD Above M
2 cases
3 cases
0 cases
5 cases

Descriptive Statistics for Instruments
Short Supervisory Relationship Questionnaire (S-SRQ)
The total possible scores on the S-SRQ ranged from 18 to 120 and scores for this
study ranged from 37 to 120 (N = 103). Although there are no recommended cutoffs for
this instrument published in the literature or provided by the primary author (T. Cliffe,
personal communication, May 14th, 2020) to determine the quality of supervision, higher
scores indicate better quality of clinical supervision. The descriptive statistics for the
total sample on the S-SRQ were: M = 96.41, SD = 18.34, Median = 101. Reliability for
all 18-items on the S-SRQ in this study was α = .931.
Vicarious Trauma Scale (VTS)
The total possible scores on the VTS ranged from 8 to 56 and for this study the
range was 13 to 56 (N = 103). The mean score for the sample was 38.02 (SD = 7.16).
Aparicio (2013) suggested the following cut off scores: Low VT range: equal to or below
28; Moderate range from 29 to 42, and High range from 43 to 56. Eight participants
(7.76%) reported scores that fell in the Low range for vicarious trauma, 71 participants
(68.93%) reported scores in the Moderate range, and 25 participants (24.27%) fell within
the High range of vicarious trauma. In total, 96 participants (92.3%), a large majority of
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the sample, endorsed moderate to high levels of VT. Table 4.4 displays instrument data
organized by grouping variables (history of sexual trauma and history of receiving
therapy for sexual trauma). Reliability for the entire VTS instrument was α = .788.
Secondary Traumatic Stress Scale (STSS)
The total possible range of scores on the STSS was 17 to 85 and the range in this
study was from 17 to 74 (N = 103). The mean score was 34.08 (SD = 11.91). Thirtyeight participants (36.89%) reported a total score of 38 or higher, which is the
recommended cutoff for identifying individuals who are experiencing symptoms of
secondary traumatic stress (Bride, 2007). Table 4.4 displays instrument data organized
by grouping variables.
Table 4.4
Instrument Data Organized by Grouping Variable
Group One:
No sexual Trauma
History + No
Therapy
(n = 42)

Group Two:
History of Sexual
Trauma + No
Therapy Received for
Sexual Trauma
(n = 38)

Group Three:
History of Sexual
Trauma + Received
Therapy for Sexual
Trauma
(n = 23)

VTS Total Score
(Group mean)

mean = 38.72
SD = 7.31

mean = 37.08
SD = 7.65

mean = 38.22
SD = 6.13

STSS Total Score
(Group mean)

mean = 32.35
SD = 12.10

mean = 34.51
SD = 12.06

mean = 36.61
SD = 11.29

S-SRQ Total Score
(Group mean)

mean = 98.44
SD = 16.88

mean = 96.16
SD = 18.81

mean = 93.00
SD = 20.40

Differences Among Groups
In order to examine whether any of the three groups were different based on the
instrument data, the researcher conducted One-way ANOVAs (Table 4.5). Each measure
was testing for the assumption of homogeneity of variance and all measures met this
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assumption except for the Vicarious Trauma Scale (VTS). Scores on the VTS should be
interpreted with caution given this limitation. There were no statistically significant
differences among groups on total scores of the VTS, STSS, or S-SRQ.
Table 4.5
One Way ANOVA Analyses—Among Groups
One-Way ANOVA Analyzing Among Groups
VTS Total

F(2,100) = .528, p = .591

STSS Total

F(2,100) = .997, p = .373

S-SRQ Total

F(2,100) = .661, p = .519

*p value set at < .05

A One-way ANOVA analysis found a statistically significant difference among
groups on the variable of PTSD Diagnosis F(2, 100) = 17.645, p = .000. Post-hoc
analyses indicated that Group Three, those who experienced sexual trauma and also
received therapy, was more likely to endorse a formal diagnosis of PTSD. Eleven
individuals in Group Three (47.8%) reported they had been diagnosed with PTSD, three
individuals in Group Two (7.9%), and one individual in Group One (2.3%) reported that
they had received a formal PTSD diagnosis. The researcher was unable to run ANOVA
analyses on other demographic variables (i.e., sexual orientation, racial/ethnic
background, mental health training program) due to low representation of certain groups.
Assumptions Testing
The 10 assumptions of the ANCOVA model were examined prior to running
statistical analyses (Laerd Statistics, 2018). This study met the following ANCOVA
assumptions: continuous dependent variables (DV); categorical independent variable (IV)
with two or more groups; continuous covariate; independence of observations;
homogeneity of regression slopes; homoscedasticity (Appendix I); and addressed outliers
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in the data set. Normal distribution of the dependent variable for each group of
independent variable and homogeneity of variance were partially met assumptions.
Normal distribution was met for Group One and Group Three on VTS, and for Group
One and Group Two on the STSS, as assessed by Shapiro-Wilk’s test (p > .05; Appendix
J). Scores on the STSS demonstrated homogeneity of variance, as assessed by Levene’s
test for equality of variances (p = .128).
The following assumptions were violated: linear relationship between DV at each
level of IV (Appendix K); normal distribution of DV for Group Two of IV for the VTS
and for Group Three on the STSS, as assessed by Shapiro-Wilk’s test (p > .05)
(Appendix J); and homogeneity of variances for scores on the VTS, as assessed by
Levene’s test for equality of variances (p = .008). Field studies commonly violate the
assumption of linearity of relationship between the covariate and dependent variable, as
the covariate is often a random variable (Barnett, 2011). However, authors in statistics
state that ANCOVA analyses are robust to deviations from normality of variance
(Barnett, 2011; Laerd Statistics, 2018). The assumption violation pertaining to
homogeneity of variance may increase the risk of making a type I Error (Laerd Statistics,
2018). Given the presence of these ANCOVA assumption violations, it is recommended
that the results from this study are interpreted with caution.
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Main Analyses
This section reviews the primary analyses used to test the two hypotheses of this
study. The main analyses were performed in SPSS using One-way ANCOVA.
Hypothesis One
Hypothesis One stated that there would be a statistically significant inverse
relationship between quality of clinical supervision, as measured by the total score on the
Short Supervisory Relationship Questionnaire (S-SRQ; Cliffe et al., 2016), and level of
vicarious trauma, as measured by the total score on the Vicarious Trauma Scale (VTS;
Vrklevski & Franklin, 2008), in graduate level mental health trainees and this relationship
would vary among the three different groups based on personal sexual trauma history and
experience in therapy.
A One-way ANCOVA was conducted to examine the hypothesis. There was not
a statistically significant relationship between quality of clinical supervision and level of
vicarious trauma F(49, 52) = 1.341, p = .150, partial h2 = .558 and this hypothesis was
not supported (Table 4.6).
Table 4.6
ANCOVA Analysis for Relationship Between S-SRQ Total and VTS Total
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A One-way ANCOVA was conducted for Hypothesis One after excluding 11
outlying cases from the data set. Six cases were removed for outlying VTS data (four
low, two high) and six cases were removed for low S-SRQ scores. After excluding
outlying cases, there was not a statistically significant relationship between quality of
clinical supervision and level of vicarious trauma F(41, 48) = 1.122, p = .349, partial h2 =
.489. This Hypothesis was not supported.
Hypothesis Two
Hypothesis Two stated that there would be a statistically significant inverse
relationship between quality of clinical supervision, as measured by the total score on the
short supervisory relationship questionnaire (S-SRQ; Cliffe et al., 2016), and level of
secondary traumatic stress, as measured by the total score on the Secondary Traumatic
Stress Scale (STSS; Bride et al., 2004), in graduate level mental health trainees and this
relationship would vary among three different groups based on personal sexual trauma
history and experience in therapy.
A One-way ANCOVA was conducted to examine this hypothesis. There was not
a statistically significant relationship between quality of clinical supervision and level of
secondary traumatic stress F(49, 52) = 1.515, p = .071, partial h2 = .588. This Hypothesis
was not supported. (Table 4.7).
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Table 4.7
ANCOVA Analysis for Relationship Between S-SRQ Total and STSS Total

A One-way ANCOVA was conducted for Hypothesis Two after excluding nine
outlying cases from the data set. Three cases were removed for high STSS scores and six
cases were removed for low S-SRQ scores. After excluding outlying cases, there was not
a statistically significant relationship between quality of clinical supervision and level of
secondary traumatic stress F(43, 49) = 1.113, p = .356, partial h2 = .494. This Hypothesis
was not supported.
Additional Findings
Trauma-Informed Supervision Strategies
Due to the lack of instruments designed to assess the utilization of traumainformed supervisory strategies, the researcher developed several questions based on the
supervision and trauma literature to assess the utilization of trauma-informed supervision
techniques using a 7-point Likert scale (1 = Strongly Disagree, 2 = Disagree, 3 = Slightly
Disagree, 4 = Neither Agree nor Disagree, 5 = Slightly Agree, 6 = Agree, 7 = Strongly
Agree). The following questions were asked about supervisee perceptions of clinical
supervision with the supervisor who supervised their work with survivor(s) of sexual
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trauma (Table 4.8). In this section, “endorsed agreement” indicates that participants
selected: Strongly Agree, Agree, or Slightly Agree in response to the item.
Table 4.8
Trauma-Informed Supervision Strategies (N = 102)
Total
sample
M

Total
sample
SD

1) My supervisor provided helpful advice to guide my clinical
work with sexually traumatized clients.

M = 5.49

SD = 1.55

2) My supervisor provided reassurance about my ability to
work with clients who have experienced sexual trauma.
3) My supervisor directly inquired about my personal reactions
to working with victims/survivors of sexual trauma.

M = 5.40

SD = 1.55

M = 4.25

SD = 2.03

4) My supervisor provided a safe space for me to debrief from
traumatic discussions about my work with victim/survivors of
sexual trauma.
5) My supervisory relationship helped me feel empowered in
my clinical work with victims/survivors of sexual trauma.
6) I trusted my supervisor’s judgment and approach to working
with victims/survivors of sexual trauma.

M = 5.18

SD = 1.80

M = 5.21

SD = 1.69

M = 5.78

SD = 1.41

Trauma-Informed Supervision Strategies

Eighty-six participants (83.49%) endorsed agreement that their supervisors
provided helpful advice to guide their clinical work. Eighty-one participants (78.64%)
endorsed agreement that their supervisor provided reassurance about their ability to work
with clients who have experienced sexual trauma. When asked if their supervisor directly
inquired about the supervisee’s personal reactions to their clinical work, 57 participants
(55.34%) reported agreement with this item. Sixty-nine participants (67.64%) endorsed
agreement that their supervisor provided a safe space to debrief from traumatic
discussions. Seventy-eight participants (76.47%) endorsed agreement that their
supervisory relationship helped them feel empowered in their clinical work. On the last
65

item, ninety participants (88.24%) endorsed agreement that they trusted their
supervisor’s judgment and approach to working with survivors of sexual trauma.
Sample mean and standard deviation information for these items are reported in Table 9.
Number of Clients Treated Presenting with Sexual Trauma
The researcher examined the relationship between number of clients treated in
which sexual trauma was the focus of treatment and total scores on the VTS and STSS.
The researcher conducted two-tailed Pearson’s correlations between these variables
(Table 4.9). Results indicated that there was not a significant association between
number of clients treated for sexual trauma and total scores on VTS or STSS. There was
a statistically significant correlation between STSS Total and VTS Total r = .532, p < .01,
suggesting that there is a strong positive correlation between the total scores of VTS and
STSS in this sample.
Table 4.9
Pearson’s Correlations Among Number of Clients Treated for Sexual Trauma, VTS, and
STSS
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Summary
This study examined two hypotheses related to the relationship between
perceived quality of clinical supervision and level of vicarious trauma (VT) and
secondary traumatic stress (STS) for therapists-in-training. The researcher controlled for
the influence of personal history of sexual trauma and history of receiving therapy for
sexual trauma. Neither of these hypotheses were supported from the data. Data from this
study found that a large number of mental health trainees experienced concerning levels
of VT and STS. In total, 96 participants (92.3%), a large majority of the sample,
endorsed moderate to high levels of VT. Thirty-eight participants (36.89%) endorsed
symptoms of STS that were above the recommended cutoff. In the descriptions of the
sample, a large portion of the participants endorsed a history of sexual trauma. In total,
61 participants (59.22%) reported a personal history of sexual trauma. Of this group,
thirty-eight participants (62.29%) stated that they had never received treatment for sexual
trauma. Group Three, which was comprised of survivors of sexual trauma who reported
they received therapy aimed at treating sexual trauma, was statistically significantly more
likely to endorse a formal diagnosis of PTSD than the other two groups. In general,
participants highly rated their perceived quality of clinical supervision. The majority of
participants in the study agreed that their clinical supervisors were integrating some
trauma-informed supervision strategies into supervision. The lowest response was to the
question about supervisors directly inquiring about their supervisees’ personal reactions
to their clinical work with survivors of sexual trauma, which suggested that a majority of
supervisees may not be provided opportunities to process distressing reactions related to
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trauma work within the context of supervision. Chapter five discusses the implications of
specific findings, identifies the strengths and weaknesses of the study, addresses
implications for clinical practice, outlines areas for future research.
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Chapter Five: Discussion
Vicarious trauma (VT) describes the negative, accumulative changes that can
occur to mental health providers who engage empathically with clients who have
survived traumatic experiences (McCann & Pearlman, 1990). It is theorized that VT can
affect all areas of a therapists’ life by making maladaptive changes to their schemas of
themselves, others, and the world in general (Kanno & Giddings, 2017; Pearlman &
Saakvitne, 1995). Secondary traumatic stress (STS; Figley, 1995) can occur when
professionals are exposed to the trauma and suffering of others and feel psychologically
overwhelmed by their desire to provide support and assistance to those in need (Branson,
2019).
The literature on VT and STS has reported inconsistent findings regarding risk
and protective factors for mental health providers who work with traumatized populations
(e.g., Branson, 2019; Kanno & Giddings, 2017). There is a dearth of research that
focuses specifically on therapists-in-training, who are believed to be vulnerable to
indirect trauma due to their lack of experience and underdeveloped professional identities
(e.g., Aparicio et al., 2013; Shannon et al., 2014). This study is similar to others on
indirect trauma in that it incorporates variables such as experience in the field (e.g.,
Aparicio et al., 2013; Makadia et al., 2017; Possick et al., 2015; Shannon et al., 2014),
personal trauma history (e.g., Adams & Riggs, 2008; Makadia et al., 2017; Shannon et
al., 2014), and clinical supervision (e.g., DelTosta et al., 2019; Makadia et al., 2017).
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This research study used a potentially beneficial, yet underutilized screening tool,
the Vicarious Trauma Scale (VTS; Vrklevski & Franklin, 2008) with a new population,
trainees in mental health programs. It is distinct from other studies in that it not only
examined quality of clinical supervision as a possible predictor of VT and STS, but also
surveyed the prevalence of TI-informed supervision strategies that supervisees received
in supervision.
Theorists have brought attention to the fact that mental health trainees typically
lag in their knowledge and implementation of trauma-informed practices, yet they still
provide clinical services for highly traumatized populations (e.g., Knight, 2018).
Researchers have criticized training programs and clinical placements in mental health
for failing to provide adequate education and clinical training opportunities to promote
the development of trauma competency for its trainees (e.g., Cook et al., 2011; Cook et
al., 2017). Together, these issues raise significant concern that novice therapists working
with traumatized populations may be at increased risk of developing VT and STS due to
inadequate training and supervision. This study addresses important gaps in the literature
by inquiring about TI supervision strategies, and by including novice therapists’ personal
histories of sexual trauma and participation in therapy for trauma-related issues. This
chapter focuses on the implications of the study findings, limitations and strengths,
recommendations for clinical practice, and areas of interest for future research
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Specific Findings
Concerning Levels of VT and STS in Mental Health Trainees
The scores on the VTS and STSS from this sample provide support for the
existence of symptoms of vicarious trauma and secondary traumatic stress in mental
health providers who work with traumatized populations. A surprisingly high percentage
(92.3%) of the sample of counselors-in-training reported moderate to high levels of
vicarious traumatization on the VTS. In this study, the average VTS score for novice
therapists fell within the moderate range of VT, which supports findings from Aparicio et
al. (2013) who reported that their sample of social workers, on average, also scored in the
moderate range on the VTS. These results differ from those reported by Makadia et al.
(2017) who did not find the presence of VT in their sample of 544 psychology trainees
from the UK using the 84-item Trauma and Attachment Belief Scale (TABS; Pearlman,
2003). However, the differences in findings might relate to the way in which the
construct of VT is operationalized by the TABS and the VTS.
In a critique of the literature on VT, Branson (2019) argued that the
inconsistencies in research findings may be due to methodological issues related to
instrument selection and improper use of terminology (i.e., vicarious trauma, secondary
traumatic stress, burnout, compassion fatigue, etc.). Although purported to assess the
same construct of “vicarious trauma,” these instruments are considerably different in their
content. Aparicio et al. (2013) described VT as a construct that involves three
components: secondary exposure to traumatic content, experience of distress, and shifts
in cognitive schemas to integrate traumatic content. The TABS measures beliefs about
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Self and Other in five domains that are theorized to be affected by direct and indirect
trauma (i.e., safety, trust, esteem, intimacy, and control; Pearlman, 2003). On the other
hand, the Vicarious Trauma Scale (VTS; Vrklevski & Franklin, 2008), was designed to
assess occupational exposure to traumatized populations (two items) and subjective
distress related to working with traumatized populations (six items). The VTS may
capture personal distress experienced by early trainees, whereas the TABS may capture
disrupted beliefs that occur over a longer period of time in the field. Makadia et al.
(2017) suggested that the psychology trainees in their sample may not have been exposed
to traumatized clients long enough for disruptions in their beliefs to occur. Although
Aparicio et al. (2013) administered both the VTS and the TABS to their sample of social
workers, they did not report the degree of correlation between scores on the two
measures. The few studies conducted and the different constructs used to measure VT
point to the need for much for research in the future on this important topic.
It was also concerning that 36.89% of the sample endorsed scores of 38 or higher
on the STSS, which is the recommended cutoff for identifying secondary traumatic stress
(STS; Bride, 2007). In their examination of psychology trainees, Makadia et al. (2017)
reported that exposure to trauma work significantly correlated with total STSS scores, as
well as the subscales related to intrusion, avoidance, and arousal. Other researchers have
reported similar relationships between indirect exposure to trauma and scores on the
STSS (e.g., Bober & Regehr, 2006; Kassam-Adams, 1995; Schauben & Frazier, 1995).
However, results from this study were inconsistent with these findings. The number of
clients treated in which sexual trauma history was the primary focus of treatment was not
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significantly associated with level of STSS in this study. It is unclear what contributed to
the elevations in STSS in this sample. However, there may be difficulty differentiating
symptoms of STS from general stress and other disorders (Makadia et al., 2017). At least
eight of the 17 items on the STSS overlap with symptoms that could relate to anxiety,
depression, and personal stress. For example, sleep disturbance, difficulty concentrating,
little interest in being around others, and feeling discouraged about the future are
nonspecific symptoms that could reflect several problems besides STS. Although
participants are instructed to respond to items on the STSS in relation to their work with
traumatized clients over the last seven days, it is possible that participants lost sight of
those instructions while completing the questionnaire. Potential confound aside, it is
worrisome that more than one-third of this sample endorsed levels of secondary traumatic
stress in the clinical range. This finding emphasizes the importance of engaging in selfcare strategies for trauma therapists, including seeking treatment for one’s own mental
health when needed. More research is needed to identify protective and resilience factors
for VT and STS in novice therapists.
It was hypothesized the participants’ sexual trauma history and history of
receiving therapy to address sexual trauma would be related to the amount of vicarious
trauma and secondary traumatic stress experienced. However, this hypothesis was not
supported. In fact, the three groups of trainees (no history of sexual trauma, sexual
trauma history but no therapy, and sexual trauma history and therapy) scored surprisingly
similar on all measures in this study. This finding was unexpected as previous research
has identified personal trauma history as a significant risk factor for the development of
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VT (e.g., Pearlman & Mac Ian, 1995; Peled-Avram, 2017; Trippany et al., 2003;
Williams et al., 2012). However, it is worth noting that these studies did not utilize the
VTS as the measure to assess VT, which may have impacted the results. In a recent
study, Benuto et al. (2018a) found that personal trauma history was not a significant
predictor of VT, as measured by the VTS, in their sample of victim advocates.
Researchers define and assess “personal trauma history” in a multitude of ways. There
may be meaningful differences related to the type(s) of trauma experienced (i.e.,
interpersonal trauma vs. traumatic accident or natural disaster), the duration of the trauma
(i.e., single incident vs. chronic abuse), the relationship of the victim to the perpetrator
(i.e., stranger, vs. someone in a position of trust), or the developmental stage in which the
trauma occurred (i.e., prenatal, childhood, adolescence, adulthood).
The literature on indirect trauma varies regarding the influence of clinical
supervision. Some research findings have provided support for clinical supervision as a
protective factor for reducing therapist vulnerability to STS (e.g., Slattery & Goodman,
2009) and VT (e.g., DelTosta et al., 2019; Hunter & Schofield, 2006; Pearlman & Mac
Ian, 1995). Other studies have failed to find a significant relationship between these
variables (e.g., Bober & Regehr; Makadia et al., 2017; Williams et al., 2012). Data from
this study did not support quality of clinical supervision as a significant predictor of VT
or STS for therapists-in-training. The large majority of participants in this sample rated
their perceived quality of clinical supervision as high. It appears as though there may be
other variables involved influencing the level of VT and STS in novice therapists that
were not included in this study. Results from Makadia et al. (2017) found that quality of
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trauma training was the strongest predictor of STS in their sample of psychology trainees.
Makadia et al. (2017) included “quality of supervision” as a variable of interest in their
study and reported that it was not a significant predictor of STS or VT. They did not,
however, describe how this variable was measured, which makes it challenging to make
comparisons. Future research with this population would benefit from including
questions that examine type of trauma training, quality of trauma training, and quality of
clinical supervision. In addition, further exploration of trauma-informed supervision
strategies and their relationship to indirect trauma in supervisees would be valuable. The
researcher was unable to locate a measure that integrated trauma-informed principles into
its questions about quality of clinical supervision. Although the field has published
theoretical literature about TI supervision, the development of measures to assess these
supervisory interventions are lacking.
Quality of Clinical Supervision and STSS Trending Toward Significance
The result from Hypothesis Two is curious in that the relationship between quality
of supervision and STSS was not found to be a significant relationship although the data
may point to a possible trend in that direction (p = .071). Research has provided some
support that perceived quality of clinical supervision predicts secondary traumatic stress
symptomology (e.g., Slattery & Goodman, 2009). However, the majority of studies in
the literature have examined the relationship between clinical supervision and VT (rather
than STS) (e.g., DelTosta et al., 2019; Hunter & Schofield, 2016; Pearlman & Mac Ian,
1995). Findings from Slattery and Goodman’s (2009) research and the result (.071) in
these data suggest that the relationship between perceived quality of clinical supervision
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and STSS warrants further exploration. The quality of supervision measure had limited
variability especially on the low end which may have influenced the findings. Future
studies will want to include more supervisees that have less than positive views of their
supervisor. Also, there may be important aspects of supervision that were not examined
by the questions contained in the survey. This highlights the need for the development of
trauma-informed measures that assess the quality of supervision.
Prevalence of Sexual Trauma in the Field of Mental Health
Current statistics about the prevalence of sexual trauma in the United States
indicate that 43.6% of women have experienced some form of sexual violence in their
lifetime (Smith et al., 2018). A concerning finding in this study was the high prevalence
of sexual trauma endorsed by the sample. Sixty-one participants (59.2%) reported a
personal history of sexual trauma. Eleven participants endorsed childhood sexual abuse,
33 participants endorsed adult sexual trauma, and 17 participants endorsed both
childhood and adulthood sexual victimization. The majority of studies in the literature on
VT and STS that examined the role of “personal trauma history” defined the term broadly
and did not report specific statistics regarding the prevalence of sexual trauma in their
sample (e.g., Adams et al., 2001; Adams & Riggs, 2008; Folette et al., 1994; Makadia et
al., 2017; Michalopoulos & Aparicio, 2012). Yet, some studies that have included sexual
trauma as a variable of interest in their studies have reported higher rates of
traumatization in their samples (e.g., Cooper et al., 2020; Schauben & Frazier, 1995) than
what was found in this study. In an older study, Schauben and Frazier (1995) reported
that 70% of their sample (N = 148) had experienced “personal victimization” that was
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sexual in nature. In a recently published study that examined the prevalence of sexual
trauma histories in medical healthcare providers, Cooper et al. (2020) reported that 73%
(n = 133) of their total sample (N = 182; 166 women, 45 men, and 1 other-identified
person) endorsed a history of sexual trauma.
These percentages (59% to 73%) are disturbing in general. They also suggest that
there are a large number of survivors of sexual trauma in the field of mental health. The
literature indicates that survivor status may be a motivating factor to help others who
have suffered from traumatic events (e.g., Cooper et al., 2020; Etherington, 2009).
Indeed, theorists state that survivors of sexual trauma may feel empowered and find
purpose by engaging in meaningful activities that promote social change and help others
(i.e., advocacy, social activism; Ullman, 2010). Alternatively, all of these studies may
have been influenced by selection bias. Potential participants with a history of sexual
trauma may be more likely to participate in research opportunities that examine the
construct of sexual trauma if it is a topic of personal importance to them. In this sample,
only 55.34% (n = 57) endorsed agreement that their supervisor inquired directly about
their personal reactions to their clinical work with sexually traumatized clients. Although
it is important to maintain appropriate boundaries in supervision so that it does not
transform into therapy, trauma-informed theorists highlight the importance of attending
to supervisees’ reactions to their work through “affective check-ins” (e.g., Etherington,
2009; Knight, 2019). Knight (2019) emphasized that supervisor and supervisee should
have a mutual understanding of professional boundaries and that the supervisor should
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contextualize affective check-ins (and subsequent processing of distress) as necessary
components of supervisees’ professional development.
Supervisees Not Seeking Treatment
An unexpected finding in this study is that a relatively low number of participants
who endorsed a history of sexual trauma reported that they had received therapy to treat
the issue. Sixty-two percent (62.3%) of the participants (n = 38) who experienced sexual
trauma stated that they had not received treatment for it. In their examination of
interpersonal victimization in a large sample of college students (N = 4,710), Ameral et
al. (2017) found that 18.8% of their sample (n = 885) endorsed being the victim of sexual
assault, dating violence, or stalking. They reported that 13.0% of the sexual assault
victims sought help, 11.8% of DV victims sought help, and 28.5% of the stalking victims
sought help from at least one resource either on- or off-campus (Ameral et al., 2017).
The majority of victims who did not seek help reported that they perceived that their
victimization was “not that serious” (across all three forms of victimization; Ameral et
al., 2017). The reasons that the participants in this study did not seek therapy are
unknown, as are their attitudes about therapy for trauma in general. However, research
findings indicate that survivors of sexual trauma commonly report negative experiences
related to help-seeking and abuse disclosures – being ignored, not believed or blamed;
feelings of shame, guilt and self-blame; being threatened by perpetrators; fear of
retribution, etc. (Rees et al., 2019).
Therapists-in-training also may face internal and external obstacles to accessing
mental health care. Although trained to recognize and treat psychological problems in
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others, mental health providers may have difficulty recognizing signs of psychological
dysfunction within themselves (e.g., Boden et al., 2007; Thompson et al., 2014). Some
potential barriers related to supervisees seeking therapy include: difficulty finding a
“good fit” with therapist, lack of time, and financial strain (Bearse et al., 2013). An
additional consideration is that graduate students in the field of mental health must
demonstrate professional competency to their training program faculty and clinical
supervisors, which includes emotional and psychological well-being (Wise, 2008).
Although many training programs encourage trainees to seek therapy and some even
require it, some trainees may avoid going to therapy out of fear that it could “stir up”
compartmentalized emotions and memories they have tried to forget, they may believe
they can manage their distress on their own, or their avoidance may be a direct symptom
of the trauma itself.
Trauma-Informed Supervision
Although there are no measure to assess the quality of trauma-informed clinical
supervision, this study did attempt to examine the prevalence of TI-supervision strategies
by including several questions concerning specific supervision strategies that were
informed by TI research and theory. Several questions tapped supervision strategies
based on the existing literature about trauma-informed supervision. On average,
supervisees endorsed agreement with the items. The lowest percentage was in relation to
whether their supervisor directly inquired about their personal reactions to their trauma
work. Given that the sample was within their first two years of clinical experience, this
appears to be a troubling omission from their supervisory experience. Theorists posit that
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supervisors should foster the development of self-awareness and model self-reflection for
their supervisees through these types of discussions within the context of supervision
(Knight, 2018). It is unclear why some supervisors avoid these direct inquiries, but it
may stem from poor training in the provision of supervision (or complete lack thereof),
supervisors’ lack of knowledge about trauma in general (Courtois, 2018; Knight, 2018),
or a reflection of the supervisor’s own discomfort or avoidance. Alternatively,
supervisors may avoid these discussions out of concern that it will blur boundaries in the
relationship and potentially transform the nature of the relationship into one that
resembles therapy rather than supervision. Regardless, it is recommended that
supervisors and educators create space to discuss sensitive topics with their students and
to be prepared to address any personal disclosures that may be shared by students or
supervisees (Kennedy & Scriver, 2016).
Sense of safety is an essential component of any supervisory relationship. Sixtynine participants (67.64%) expressed agreement that their supervisor provided a safe
space to debrief from traumatic discussions. Safety in the supervisory relationship helps
encourage supervisees to identify their own trauma-related triggers, develop strategies to
manage and cope with their trauma reactions, and better prepares them to provide
effective treatment with survivors of trauma (Berger & Quiros, 2016). Supervisors are
encouraged to assess supervisees’ vulnerabilities and resiliencies, as they relate to trauma
work, encourage self-care, and assign a caseload that is developmentally appropriate and
well-balanced (Berger et al., 2018).
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Strengths and Limitations
Limitations
A limitation of this study is the homogeneity of the sample in respect to gender
identity, racial/ethnic identity, and perceptions of quality of supervision. Given this
limitation, the generalizability of the results is limited by the demographic characteristics
of the sample, which primarily consisted of White heterosexual women. The limited
racial/ethnic diversity in the sample is a reflection of a larger problem in the field of
mental health related to underrepresentation of minority populations. While it is positive
that most participants reported having strong supervisory relationships, there was not
much representation of supervisees who had less favorable experiences in supervision.
The majority of the sample reported little experience working with survivors of sexual
trauma; as such, novice therapists with greater exposure to sexually traumatized clients
was not well represented.
This study also has several methodological limitations, including the reliance on
self-report measures to collect data. Some participants might have over-reported, underreported, or not endorsed symptoms, thoughts, or behaviors on the survey (Latkin et al.,
2017). However, self-report is the preferred approach to collecting data that pertain to
trauma since the topic is sensitive, subject to stigma, and often only known to the
participant. The researcher did not ask certain questions that may have been useful
during data analysis, for example: type of mental health treatment received, duration of
treatment, perceived quality of treatment, and if the PTSD diagnosis was related to sexual
trauma or other trauma. In addition, the researcher did not inquire about trauma-specific
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training received or perceived quality of trauma training. There may be meaningful
differences that were not captured in this study related to the potential predictive value of
these variables.
Strengths
One strength of the study was that it limited participants to include trainees within
their first two years of supervised clinical experience, an understudied group. Another
addition was to inquire about history of sexual trauma, stage of life the trauma occurred
(i.e., child/adult), experience in therapy aimed at treating sexual trauma, and if the
participant had received a formal diagnosis of PTSD. These additions pointed to the
number of trainees that endorsed a history of sexual trauma and the percentage of those
who had been given a formal diagnosis of PTSD. An additional strength was the focus
on trauma-informed supervision strategies in addition to quality of clinical supervisory
relationship. There is a lack of supervision measures designed to assess these strategies,
which may be beneficial in protecting supervisees from VT and STS. This is one of the
few studies to use the 8-item Vicarious Trauma Scale (VTS; Vrklevski & Franklin,
2008). The VTS can be easily integrated into supervision as a screening tool for
vicarious trauma and may help facilitate important conversations in supervision about the
impact of trauma work. The VTS is an underutilized screening tool that can help mental
health providers, both novice and advanced, increase their awareness of and track how
their clinical work is affecting them.
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Clinical Implications
A high percentage of supervisees endorsed moderate to high levels of VT in this
study. It is concerning that so many supervisees report these symptoms, especially given
the inconsistency in the literature about risk and protective factors for VT and STS (e.g.,
Branson, 2019; Kanno & Giddings, 2017). Clinical supervisors and mental health
program faculty should be cognizant of the potential vicarious traumatization of their
supervisees and students. Results from this study suggest an overrepresentation of sexual
trauma survivors in the field of mental health. In accordance with a TI approach,
educators, supervisors, and mentors should operate under the assumption that their
supervisees may have personal trauma histories, including sexual trauma histories, that
can complicate their experience as a novice mental health provider (Knight, 2019).
Clinical supervisors should seek the education and training necessary to stay current in
their understanding and implementation of trauma-informed strategies in order to provide
more effective supervision (Knight, 2018). It is vital that mental health trainees receive
proper education and clinical training opportunities that foster the development of trauma
competencies (Cook et al., 2017).
Future Research
Given the limited use of the VTS with therapists-in-training, it would be
beneficial to examine the psychometric properties of this scale with this population
through a confirmatory factor analysis. The scale has previously been validated with
victim advocates (Benuto et al., 2018a), social workers (Aparicio et al., 2013), and
attorneys (Vrklevski & Franklin, 2008). In addition, future research should examine the
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psychometric properties of the STSS with therapists-in-training via confirmatory factor
analysis to examine which factor model is the best fit in this population.
The findings of this study and those of DelTosta et al. (2019) found that
supervisees who experienced weak or problematic supervisory relationships were not
well-represented. It would be beneficial for future researchers to examine the
experiences of supervisees who report having poor supervisory relationships in order to
better understand the relationship between clinical supervision and manifestations of
indirect trauma. Although there is some understanding about factors that contribute to
negative supervisory experiences (Ramos-Sanchéz et al., 2002), the literature remains
inconclusive regarding the relationship between quality of clinical supervision and
vicarious trauma (e.g., Branson, 2019; DelTosta et al., 2019; Makadia et al., 2017). More
research is needed in the area of clinical supervision, particularly trauma-informed
supervision.
Conclusions
This study predicted that there would be a statistically significant inverse
relationship between perceived quality of clinical supervision and level of VT in novice
therapists and that this relationship would vary among three groups based on personal
sexual trauma history and participation in therapy to address sexual trauma. In addition,
this study predicted that there would be a statistically significant inverse relationship
between perceived quality of clinical supervision and level of STS in novice therapists
and that this relationship would vary among the three groups. Results of these
hypotheses were not supported and there were no meaningful differences among the three
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groups based on personal history of sexual trauma or participation in therapy. However,
there appears to be a possible trend toward significance in the relationship between
clinical supervision and level of STS. Although some measures have been developed to
assess the quality of clinical supervision, these measures were not designed to capture
specific supervisory strategies that are recommended in the literature on trauma-informed
supervision and practice. There is a need for the development of new clinical supervision
measures that incorporate TI strategies.
Results from this study highlight several important findings. This study provides
support that a high percentage of mental health trainees are experiencing moderate to
high levels of VT. This finding was surprising, as the large majority of participants
reported that they perceived the quality of their clinical supervision to be high. Personal
sexual trauma history and experience in therapy for the treatment of sexual trauma did
not have a significant influence on VT or STS in this sample. There was a high
percentage of sexual trauma survivors represented in this sample, which supports the
belief that survivor status may be a motivating factor to enter the field (e.g., Etherington,
2009). More research is needed to help clarify the relationship between clinical
supervision and the development of VT and STS in novice therapists. Future research
should aim for greater variation in perceived quality of clinical supervision and include
variables related to type of trauma training received as well as perceived quality of
quality training, as research suggests these may be valuable predictors for therapists-intraining (e.g., DelTosta et al., 2019; Makadia et al., 2017).
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APPENDIX A: DEMOGRAPHIC INFORMATION FORM
Thank you for participating in this study. Please provide the following demographic
information for future analysis. The following form also asks questions about your
training program and experience working with survivors of sexual trauma. Several
questions will be asked about your personal history of sexual victimization and
experience in therapy. Please answer all questions as truthfully as possible. All of the
information you provide will remain anonymous. Thank you.
1) Please indicate your age: _________
2) Gender (check one):
____ Female
____ Male
____ Transgender
3) Sexual Orientation (check one):
____ Asexual
____ Bisexual
____ Gay/Lesbian
____ Heterosexual
____ Other (Please specify): __________________
4) Race/Ethnicity (check one):
____ American Indian or Alaska Native
____ Asian American or Asian
____ African American or Black
____ Hispanic or Latino
____ Middle Eastern
____ Multiracial
____ Native Hawaiian or Other Pacific Islander
____ Pacific Islander
____ White or Caucasian
____ Other (Please specify): _____________
5) Current Mental Health Training Program (Check one):
____ Counseling Psychology (MA)
____ Clinical Psychology (MA)
____ Social Work (MSW)
____ Social Work (LCSW)
____ Forensic Psychology (MA)
____ Addiction Treatment (MA)
____ Clinical Psychology (Psy.D)
____ Counseling Psychology (PhD)
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____ Clinical Psychology (PhD)
____ Other (Please specify) __________________
6) Current Year in Training Program (Check One):
(Please check one)
____ First year
____ Second year
____ Third year
____ Fourth year or beyond+
7) Please estimate the total number of clients you have provided mental health
treatment to in which the primary focus of treatment was the client’s history of
sexual trauma.
______(Please write in a number)
8) Please indicate which category best describes your personal history of sexual
abuse or sexual assault.
(Please check one)
____ I have never been sexually abused/assaulted.
____ I was sexually abused/assaulted as a child.
____ I was sexually abused/assaulted as an adult.
____ I was sexually abused as a child and as an adult.
9) Have you ever received therapy that specifically addressed your history of sexual
trauma?
____ Yes
____ No
____ N/A (I have never been sexually abused/assaulted so I have not received therapy for
this particular concern.)
10) Have you ever been formally diagnosed with Posttraumatic Stress Disorder
(PTSD)?
(Please check one)
____ Yes
____ No
The following questions pertain to your experience in clinical supervision when
providing treatment to a victim/survivor of sexual trauma. When responding to
these questions, please keep ONE clinical supervisor and the associated supervisory
relationship in mind for consistency.
11) My supervisor provided helpful advice to guide my clinical work with sexually
traumatized clients.
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1 – Strongly Disagree
2 – Disagree
3 – Slightly Disagree
4 – Neither Agree nor Disagree
5 – Slightly Agree
6 – Agree
7 – Strongly Agree
8 – N/A I have not worked with victims/survivors of sexual trauma.
12) My supervisor provided reassurance about my ability to work with clients who
have experienced sexual trauma.
1 – Strongly Disagree
2 – Disagree
3 – Slightly Disagree
4 – Neither Agree nor Disagree
5 – Slightly Agree
6 – Agree
7 – Strongly Agree
8 – N/A I have not worked with victims/survivors of sexual trauma.
13) My supervisor directly inquired about my personal reactions to working with
victims/survivors of sexual trauma.
1 – Strongly Disagree
2 – Disagree
3 – Slightly Disagree
4 – Neither Agree nor Disagree
5 – Slightly Agree
6 – Agree
7 – Strongly Agree
8 – N/A I have not worked with victims/survivors of sexual trauma.
14) My supervisor provided a safe space for me to debrief from traumatic
discussions about my work with victims/survivors of sexual trauma.
1 – Strongly Disagree
2 – Disagree
3 – Slightly Disagree
4 – Neither Agree nor Disagree
5 – Slightly Agree
6 – Agree
7 – Strongly Agree
8 – N/A I have not worked with victims/survivors of sexual trauma.
15) My supervisory relationship helped me feel empowered in my clinical work with
victims/survivors of sexual trauma.
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1 – Strongly Disagree
2 – Disagree
3 – Slightly Disagree
4 – Neither Agree nor Disagree
5 – Slightly Agree
6 – Agree
7 – Strongly Agree
8 – N/A I have not worked with victims/survivors of sexual trauma.
16) I trusted my supervisor’s judgment and approach to working with
victims/survivors of sexual trauma.
1 – Strongly Disagree
2 – Disagree
3 – Slightly Disagree
4 – Neither Agree nor Disagree
5 – Slightly Agree
6 – Agree
7 – Strongly Agree
8 – N/A I have not worked with victims/survivors of sexual trauma.
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APPENDIX B: THE VICARIOUS TRAUMA SCALE
Please read the following statements and indicate on a scale of 1 (Strongly Disagree) to 7
(Strongly Agree) how much you agree with each statement. Please consider your clinical
practicum or internship placement to be your job for the purposes of this questionnaire.
1—Strongly Disagree
2—Disagree
3—Slightly Disagree
4—Neither Agree or Disagree
5—Slightly Agree
6—Agree
7—Strongly Agree
____ My job involves exposure to distressing material and experiences.
____ My job involves exposure to traumatized or distressed clients.
____ I find myself distressed by listening to my clients’ stories and situations.
____ I find it difficult to deal with the content of my work.
____ I find myself thinking about distressing material at home.
____Sometimes I feel helpless to assist my clients in the way I would like.
____Sometimes I feel overwhelmed by the workload involved in my job.
____It is hard to stay positive and optimistic given some of the things I
encounter in my work.
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APPENDIX C: THE SHORT SUPERVISORY RELATIONSHIP QUESTIONNAIRE
The following statements describe some of the ways a person may feel about his or her
supervisor. To what extent do you agree or disagree with each of the following
statements about your relationship with your supervisor?
Please circle the number that matches your opinion most closely. Please keep one
supervisor and supervisory relationship in mind when responding to this questionnaire.
Use the following response scale:
1 – Strongly Disagree
2 – Disagree
3 – Slightly Disagree
4 – Neither Agree nor Disagree
5 – Slightly Agree
6 – Agree
7 – Strongly Agree
1. My supervisor was approachable.

1

2

3

4

5

6

7

2. My supervisor was respectful of my views and
ideas.
3. My supervisor gave me feedback in a way that
felt safe.
4. My supervisor was enthusiastic about
supervising me.
5. I felt able to openly discuss my concerns with
my supervisor.
6. My supervisor was non-judgmental in
supervision.
7. My supervisor was open-minded in
supervision.
8. My supervisor gave me positive feedback on
my performance.
9. My supervisor had a collaborative approach in
supervision.
10. My supervisor encouraged me to reflect on
my practice.
11. My supervisor paid attention to my unspoken
feelings and anxieties.
12. My supervisor drew flexibly from a number
of theoretical models.
13. My supervisor paid close attention to the
process of supervision.

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7
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14. My supervisor helped me identify my own
learning/training needs.
15. Supervision sessions were focused.

1

2

3

4

5

6

7

1

2

3

4

5

6

7

16. Supervision sessions were structured.

1

2

3

4

5

6

7

17. My supervision sessions were disorganized.

1

2

3

4

5

6

7

18. My supervisor made sure that our supervision
sessions were kept free from interruptions.

1

2

3

4

5

6

7

1 – Strongly Disagree
2 – Disagree
3 – Slightly Disagree
4 – Neither Agree nor Disagree
5 – Slightly Agree
6 – Agree
7 – Strongly Agree
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APPENDIX D: SECONDARY TRAUMATIC STRESS SCALE
The following is a list of statements made by persons who have been impacted by their
work with traumatized clients. Read each statement, then indicate how frequently the
statement was true for you in the past seven (7) days by circling the corresponding
number below the statement.
1. I felt emotionally numb.
Never
1

Rarely
2

Occasionally
3

Often
4

Very Often
5

2. My heart started pounding when I thought about my work with clients.
Never
1

Rarely
2

Occasionally
3

Often
4

Very Often
5

3. It seemed as if I was reliving the trauma(s) experienced by my client(s).
Never
1

Rarely
2

Occasionally
3

Often
4

Very Often
5

Often
4

Very Often
5

Often
4

Very Often
5

4. I had trouble sleeping.
Never
1

Rarely
2

Occasionally
3

5. I felt discouraged about the future.
Never
1

Rarely
2

Occasionally
3

6. Reminders of my work with clients upset me.
Never
1

Rarely
2

Occasionally
3

Often
4

Very Often
5

7. I had little interest in being around others.
Never
Rarely
Occasionally
Often
1
2
3
4

Very Often
5
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8. I felt jumpy.
Never
1

Rarely
2

Occasionally
3

Often
4

Very Often
5

Often
4

Very Often
5

9. I was less active than usual.
Never
1

Rarely
2

Occasionally
3

10. I thought about my work with clients when I didn’t intend to.
Never
1

Rarely
2

Occasionally
3

Often
4

Very Often
5

Often
4

Very Often
5

11. I had trouble concentrating.
Never
1

Rarely
2

Occasionally
3

12. I avoided people, places, or things that reminded me of my work with clients.
Never
1

Rarely
2

Occasionally
3

Often
4

Very Often
5

13. I had disturbing dreams about my work with clients.
Never
1

Rarely
2

Occasionally
3

Often
4

Very Often
5

14. I wanted to avoid working with some clients.
Never
1

Rarely
2

Occasionally
3

Often
4

Very Often
5

Often
4

Very Often
5

15. I was easily annoyed.
Never
1

Rarely
2

Occasionally
3
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16. I expected something bad to happen.
Never
1

Rarely
2

Occasionally
3

Often
4

Very Often
5

17. I noticed gaps in my memory about client sessions.
Never
1

Rarely
2

Occasionally
3

Often
4
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Very Often
5

APPENDIX E: PERMISSION TO USE INSTRUMENTS
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APPENDIX F: INSTITUTIONAL REVIEW BOARD APPROVAL
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APPENDIX G: PARTICIPANT RECRUITMENT EMAIL
Dear potential research participant,
My name is Jessica Mantia and I am a doctoral student from the Counseling Psychology
Department at the University of Denver. I am writing to invite you to participate in my
research study that is examining the relationship between quality of clinical supervision
and levels of vicarious trauma and secondary traumatic stress symptoms in therapists-intraining when controlling for history of personal sexual trauma and experience in therapy
for sexual trauma. This study has received IRB approval from the University of Denver.
You are eligible to be in this study because you are currently a graduate level
trainee within the first two years of training in an accredited mental health
program. Additionally, you are eligible to participate in the study if you have
recently graduated from a two-year mental health training program in spring or
summer of 2019. Please note you are only eligible to participate in the study if you
have experience providing clinical mental health services to at least one survivor of
sexual trauma while receiving clinical supervision. If you do not have experience
treating survivors of sexual trauma, you are ineligible to participate.
You are receiving this invitation because I contacted the Associate Dean of Research,
Training Director, Department Chair, Faculty, or other Administrative Staff at your
university and requested that this email be dispersed through your training program’s
email listserv.
If you decide to participate in this study, you will respond to questions about your
perception of the quality of your clinical supervisory relationship and symptoms related
to vicarious trauma and secondary traumatic stress. Additionally, you will answer several
demographic questions and questions about your history of sexual trauma, experience in
personal therapy for trauma, and if you have ever been diagnosed with Posttraumatic
Stress Disorder (PTSD). Questions related to your history of sexual trauma and
experience in therapy will be used to make group comparisons only. The questions are
intended to be non-invasive and are not expected to produce significant emotional
distress.
Upon completion of the questionnaire, you have the option to provide an email address so
that you can be entered into a drawing for one of 20 Amazon e-gift cards valued at $20
each. Your email address will not be stored in relation to any other personal information
or data from your questionnaire. The only purpose your email address will be used for is
to notify participants that they have received a gift card.
Remember, your participation in this study is completely voluntary. You can choose to be
in the study or decline to participate. Declining to participate will not affect your standing
in your mental health training program or have any other consequences. If you would like
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to participate or have any questions about the study, please email or contact me at
Jessica.mantia@gmail.com or (303) 871-2484.
If you choose to participate, the study can be accessed through the URL provided below:
https://udenver.qualtrics.com/jfe/form/SV_5iQxEDyYlRpyn9r
Thank you very much.
Sincerely,
Jessica Mantia, M.A.
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APPENDIX H: INFORMED CONSENT
Project Title: EXAMINING THE RELATIONSHIP BETWEEN CLINICAL
SUPERVISION AND LEVEL OF VICARIOUS TRAUMA IN THERAPISTS-INTRAINING
Principal Investigator: Jessica Mantia, M.A.
Faculty Sponsor: Maria Riva, Ph.D.
_______________________________________________________________________
You are being asked to be in a research study. This form provides you with information
about the study. Please read the information below and ask questions about anything you
don’t understand before deciding whether or not to take part.
Invitation to participate in a research study
You are invited to participate in a research study that examines the relationship between
quality of clinical supervision and levels of vicarious trauma and secondary traumatic
stress in therapists-in-training while controlling for personal history of sexual trauma and
receiving therapy for sexual abuse/assault. The researcher in this study is interested in
better understanding the relationship between clinical supervision and vicarious trauma.
You are being asked to be in this research study because you are a first or second year
student in an accredited mental health training program who has provided mental health
treatment to at least one survivor of sexual trauma while receiving clinical supervision.
Description of subject involvement
If you agree to be part of the research study, you will be asked to complete a self-report
questionnaire that is comprised of three measures for a total of 59 questions. Ten of the
questions will ask about your demographic information, mental health training program,
personal history of sexual trauma, experience in therapy, and if you have ever been
diagnosed with PTSD. Six questions will ask about the supervision you received while
working with a survivor of sexual abuse/assault. Eight of the questions will inquire about
symptoms related to vicarious trauma. 18 questions will pertain to the quality of the
supervisory relationship you had while working with a survivor of sexual abuse/assault.
The last 17 questions will ask about symptoms related to secondary traumatic stress. The
majority of the questions are asked in a scaled format with responses ranging from
“strongly agree” to “strongly disagree.” The final measure asks questions in a scaled
format with responses ranging from “never” to “very often.” The questionnaire will be
administered once online and is expected to take 15 - 20 minutes each time to complete.
Possible risks and discomforts
The researcher has taken steps to minimize the risks of this study. Even so, you may still
experience some risks related to your participation, even when the researcher is careful to
avoid them. It is anticipated that these risks will be minimal, yet may include
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experiencing some anxiety when answering three questions regarding your personal
history of sexual trauma, experience in therapy, and if you have ever been formally
diagnosed with Posttraumatic Stress Disorder (PTSD). Although the potential risk is
minimal, you are always encouraged to share only the information that you are
comfortable disclosing. If you become anxious, you can discontinue that question. If any
questions have you feeling uncomfortable you can choose to stop participation at any
time. At the end of the online questionnaire, there will be a page that contains
information about counseling and/or supportive services that you may access if you are
experiencing distress.
Possible benefits of the study
If you agree to take part in this study, there will be no direct benefit to you. However,
information gathered in this study may help the researcher understand more about the
relationship between quality of clinical supervision and levels of vicarious trauma and
secondary traumatic stress in graduate level trainees.
Study compensation
You will not receive any payment for being in the study. However, upon completion of
the study you will have the option of providing your email address to be entered into a
lottery to receive one of 20 Amazon gift cards valued at $20 each. Your personal email
address will not be stored in relation to any of the data you provide on the questionnaire
so that your identity remains anonymous. The email addresses of participants who
complete the study will be assigned a number and 20 numbers will be selected at random.
Participants who are selected from the lottery will receive their $20 Amazon gift cards
via email.
Study cost
You will not be expected to pay any costs related to the study.
Confidentiality, Storage and future use of data
To keep your information safe:
• Your name will not be attached to any data, but a study number will be used
instead.
• The data will be kept on a password-protected computer using special software
that scrambles the information so that no one can read it.
The data you provide will be stored in a locked file and will not include your name or any
identifying information. The researchers will retain the data for a total of 3 years. The
data will not be made available to other researchers following the completion of this
research study and will not contain information that could identify you.
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The results from the research may be shared at a meeting. The results from the research
may be in published articles. Your individual identity will be kept private when
information is presented or published. All data from this study will be presented in group
form and individual identities will never be revealed.
Who will see my research information?
The data provided on the questionnaires will not contain any personally identifying
information. However, the data may be looked at these organizations:
§ Federal agencies that monitor human subject research
§

Human Subject Research Committee

All of these people are required to keep your identity confidential. Otherwise, records
that identify you will be available only to people working on the study, unless you give
permission for other people to see the records.
Voluntary Nature of the Study
Participating in this study is completely voluntary. Even if you decide to participate now,
you may change your mind and stop at any time. You will not receive any negative
consequences for ending participation at any time throughout the study.
Contact Information
The researcher carrying out this study is Jessica Mantia, M.A. You may ask any
questions you have now. If you have questions later, you may call Jessica Mantia at 303871-2484. The faculty sponsor associated with this study is Maria T. Riva, Ph.D.
If the researchers cannot be reached, or if you would like to talk to someone other than
the researcher(s) about; (1) questions, concerns or complaints regarding this study, (2)
research participant rights, (3) research-related injuries, or (4) other human subjects
issues, you may contact the Chair of the Institutional Review Board for the Protection of
Human Subjects, at 303-871-4015 or by emailing IRBChair@du.edu, or you may contact
the Office for Research Compliance by emailing IRBAdmin@du.edu, calling 303-8714050 or in writing (University of Denver, Office of Research and Sponsored Programs,
2199 S. University Blvd., Denver, CO 80208-2121).
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Agreement to be in this study
I have read this paper about the study. I understand the possible risks and benefits of this
study. I know that being in this study is voluntary. By checking the box below and
proceeding with the survey, I am providing informed consent electronically.
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APPENDIX I: TESTS OF HOMOSCEDASTICITY
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APPENDIX J: TESTS OF NORMALITY
Test of Normality for Vicarious Trauma Scale (VTS)

Test of Normality of Secondary Traumatic Stress Scale (STSS)
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APPENDIX K: LINEAR RELATIONSHIP BETWEEN COVARIATE AND
DEPENDENT VARIABLES
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